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SECTION-WELCOME

Quick Reference Box
Yy Member services, claim inquiries, Personal Health Samiidetntal
HealthiSubstanceRelated and Addictive Disorsl&dministratorl- 8443338015.

Yy Claims submittal address: UnitedHealthcalia@ms, P.O. Box 30555, Salt Lake ¢ity,
UT 841380555

Yy Online assistanc&ww.myuhc.com

Clermont County is pleased to provide you with this Summary Plan Description (SPD),
which describes the health Benefits available to you and your covered family members under
the Clermont County Welfare Benefit Plan. luded summaries of:
Yy Who is eligible.
Yy Services that are covered, called Covered Health Services.
Yy Services that are not covered, called Exclusions and Limitations.
Yy How Benefits are paid.
Yy Your rights and responsibilities under the Plan.
This SPD is designedrteet your information needs and the disclosure requirements of the

Employee Retirement Income Security Act of 1974 (R&EAes any previous printed or
electronic SPD for this Plan.

IMPORTANT

The healthcare service, supply or PharmaceuticatPsdnly a Covered Health
Service if it is Medically Necessary. (See definitions of Medically Necessary and]Covered
Health Service in Section Bdossa)yThe fact that a Physician or other provider ha
performed or prescribed a procedure or treatroetiie fact that it may be the only
available treatment for a Sickness, Injury, Mental IfnbsigncdRelated anédddictive
Disorders, disease or its symptoms does not mean that the procedure or treatmgnt is a
Covered Health Service under the Plan.

Clermont County intends to continue this Plan, but reserves the right, in its sole
discretion, to modify, change, revise, amend or terminate the Plan at any time, fgr any
reason, and without prior notice subject to any collective bargaining agreenesmts|bet

the Employer and various unions, if applicable. This SPD is not to be construed ps a
contract of or for employment. If there should be an inconsistency between the dontents
of this summary and the contents of the Plan, your rights shall be detemoen¢ioe

Plan and not under this summary.

UnitedHealthcare is a private healthcare claims administrator. UnitedHealthcare's goal is to
give you the tools you need to make wise healthcare decisions. UnitedHealthcare also helps
your employer to administéaims. Although UnitedHealthcare will assist you in many

1 SecTION - WELCOME
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ways, it does not guarantee any Benefits. Clermont County is solely responsible for paying
Benefits described in this SPD.

Please read this SPD thoroughly to learn ho@i¢nemont County Welfare Bt Plan

works. If you have questions contact your local Human Restagasment or call the
number orthe-baek-efour ID card.

SECTION - WELCOME
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< S < < < < <

How To Use This SPD
Read the entire SPD, and share it with your family. Then keep it in a safe pla
future referece.

e for

Many of the sections of this SPD are related to other sections. You may not have all

the information you need by reading just one section.

You can find copies of your SPD and any future amendoneetgiest printed
copies by contacting Human Resesirc

Capitalized words in the SPD have special meanings and are defined in Secfion 14,

Glossary

If eligible for coverage, the words "you" and "your" refer to Covered Persons
defined in Section 1@Jossary

Clermont County is also referred to as Compa
If there is a conflict between this SPD and any benefit summaries (other tharn

s

Summaries of Material Modifications) provided to you, this SPD will control.

SECTION - WELCOME
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SECTION-ANTRODURON

What this section includes:
Yy Who's eligible for coverage under the.Plan

Yy The factors that impact your cost for coverage.
Yy Instructions and timeframes for enrolling yourself and your eligible Dependeifts.
Yy When coverage begins.
y

When you can make coverage changes under the Plan.

Eligibility
You are eligible to enroll in the Playou are a regular ftilne employee who is scheduled
to work at least 30 hours per week

Elected officials are covered without any minimum hours or waiting period.

Your eligible Dependents may also participate in the Plan. An eligible Dependent is
consdered to be:

Yy Your Spouse, as defined in SectioGlogsary.

Yy~ Your or your Spouse's child who is under age 26, including a natural child, stepchild,
a legally adopted child, a child placed for adoption or a child for whom you or your
Spouse are the legabrdian.

Yy An unmarried child age 26 or over who is or becomes disabled and dependent upon
you.

To be eligible for coverage under the Plan, a Dependent must reside within the United
States.

Note.: Your Dependents may not enroll in the Plan unless yosaenailled. If you and

your Spouse are both covered under the Clermont County Welfare Benefit Plan, you may
each be enrolled as a Participant or be covered as a Dependent of the other person, but not
both. In addition, if you and your Spouse are bothembuader the Clermont County

Welfare Benefit Plan, only one parent may enroll your child as a Dependent.

A Dependent also includes a child for whom health care coverage is required through a
Qualified Medical Child Support Order or other court or adratiistorder, as described
in Section 1ther Important Information

Cost of Coverage

You and Clermont County share in the cost of the Plan. Your contribution amount depends
on the Plan you select and the family members you choose to enroll.

4 SECTION - INTRODUCTION
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Your contritutions are deducted from your paychecks on a texdoasis. Befotax

dollars come out of your pay before federal income and Social Security taxes are withheld
and in most states, before state and local taxes are withheld. This gives your camtributions
special tax advantage and lowers the actual cost to you.

Your contributions are subject to review and Clermont County reserves the right to change
your contribution amount from time to time.

You can obtain current contribution rates by calling HumanrRes

How to Enroll

To enroll, call Human Resoureethin 31 days of the date you first become eligible for
medical Plan coverage. If you do not enroll within 31 days, you will need to wait until the
next annual Open Enrolliment to make your lieglettions.

Each year during annual Open Enrollment, you have the opportunity to review and change
your medical election. Any changes you make during Open Enrollment will become effective
the following January 1.

Important
If you wish to change your bénelections following your marriage, birth, adoption pf a
child, placement for adoption of a child or other family status change, you must ¢ontact
Human Resourcegthin 31 days of the event. Otherwise, you will need to wait unfil the
next annual OpeBnrollment to change your elections.

When Coverage Begins

Once Human Resouraeeives your properly completed enrollment, coverage will begin
onthe first day of the month following the completion of a 60 day waiting feredage

for your Depedents will start on the date your coverage begins, provided you have enrolled
them in a timely manner.

Coverage for a Spouse or Dependent stepchild that you acquire via marriage becomes
effective the date of your marriage, provided you notify Human Resaathio 31 days of

your marriage. Coverage for Dependent children acquired through birth, adoption, or
placement for adoption is effective the date of the family status change, provided you notify
Human Resourcegthin 31 days of the birth, adoptian placement.

If You Are Hospitalized When Your Coverage Begins

If you are an inpatient in a Hospital, Skilled Nursing Facility or Inpatient Rehabilitation
Facility on the day your coverage begins, the Plan will pay Benefits for Covered Health
Servicedhiat you receive on or after your first day of coverage related to that Inpatient Stay
as long as you receive Covered Health Services in accordance with the terms of the Plan.
These Benefits are subject to any prior carrier's obligations under stateriaacor

You should notify UnitedHealthcare of your hospitalization within 48 hours of the day your
coverage begins, or as soon as is reasonably possible. For Benefit plans that have a Network

5 SECTION2 - INTRODUCTION
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Benefit level, Network Benefits are available only if yiver€vered Health Services
from Network providers.

Changing Your Coverage

You may make coverage changes during the year only if you experience a change in family
status. The change in coverage must be consistent with the change in status (e.g., you cover
your Spouse following your marriage, your child following an adoption, etc.). The following
are considered family status changes for purposes of the Plan:

y
y
y

<SS

Your marriage, divorce, legal separation or annulment.
The birth, legal adoption, placement for édopir legal guardianship of a child.

A change in your Spouse's employment or involuntary loss of health coverage (other
than coverage under the Medicare or Medicaid programs) under another employer's
plan.

Loss of coverage due to the exhaustion of anatif@pyer's COBRA benefits,
provided you were paying for premiums on a timely basis.

Your death or the death of a Dependent.
Your Dependent child no longer qualifying as an eligible Dependent.

A change in your or your Spouse's position or work scheduepthets eligibility
for health coverage.

Contributions were no longer paid by the employer (this is true even if you or your
eligible Dependent continues to receive coverage under the prior plan and to pay the
amounts previously paid by the employer).

You or your eligible Dependent who were enrolled in an HMO no longer live or
work in that HMO's service area and no other benefit option is available to you or
your eligible Dependent.

Benefits are no longer offered by the Plan to a class of individuatdutiatyou or
your eligible Dependent.

Termination of your or your DependeMadicaior Children's Health Insurance
Program (CHIE)verage as a result of loss of eligibility (you must contact Human
Resourcewithin 60 days of termination).

You or your Dependent become eligible for a premium assistance subsidy under
Medicaiol CHIP (you must contact Human Resoureiiin 60 days of the date of
determination of subsidy eligibility).

You or your Dependefdse eligibility for coverage in the individual market,
including coverage purchased through a public exchange or other public market
established under the Affordable Care Act (Marketplace) (other than loss of
eligibility for coverage due to failure tograymniums on a timely basis or

termination of coverage for cause, such as making a fraudulent claim or an
intentional misrepresentation of a material fact) regardless of whether you or your

SECTION2 - INTRODUCTION
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Dependent may enroll in other individual market coverage, tbraugside of a
Marketplace.

Yy A strike or lockout involving you or your Spouse.

Yy A court or administrative order.

Unless otherwise noted above, if you wish to change your elections, you must contact
Human Resourcegthin 31 days of the change in famdjust Otherwise, you will need to
wait until the next annual Open Enroliment.

While some of these changes in status are similar to qualifying events under COBRA, you, or
your eligible Dependent, do not need to elect COBRA continuation coverage to take
advatage of the special enrollment rights listed above. These will also be available to you or
your eligible Dependent if COBRA is elected.

Note.: Any child under age 26 who is placed with you for adoption will be eligible for
coverage on the date the childlagged with you, even if the legal adoption is not yet final. If
you do not legally adopt the child, all medical Plan coverage for the child will end when the
placement ends. No provision will be made for continuing coverage (such as COBRA
coverage) fohe child.

Change in Family Status Example

Jane is married and has two children who qualify as Dependents. At annual Opgn
Enroliment, she elects not to participate in Clermont County's medical plan, becquse her
husband, Tom, has family coverage undentptoyer's medical plan. In June, Tom

loses his job as part of a downsizing. As a result, Tom loses his eligibility for meglical
coverage. Due to this family status change, Jane can elect family medical coverpge under
Clermont County's medical plan outsidennual Open Enrollment.

7 SECTION2 - INTRODUCTION



CLERMONEOUNTWEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

SECTION-3HOW THBLAN WORKS

What this section includes:
Yy Accessing Benefits.

y Eligible Expenses.
Yy Annual Deductible.
Yy~ Coinsurance.

y

Out-of-Pocket Maximum.

Accessing Benefits

As a participant in this Plan, you have the freedohotse the Physician or health care
professional you prefer each time you need to receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you receive and any
benefit limitations that may apply.

Youare eligible for the Network level of Benefits under this Plan when you receive Covered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provide those services.

You can choose to receivesigmated Network Benefits, Network Benefits or-Non
Network Benefits.

Designated Network Benefitsapply to Covered Health Services that are provided by a
Network Physician or other provider that is identified as a Designated Provider. Only certain
Physicias and providers have been identified as a Designated Provider. Designated
Network Benefits are available only for specific Covered Health Services as identified in
Section 5Plan Highligh#hen Designated Network Benefits apply, they are included in and
subject to the same Annual Deductible ando®Bbcket Maximumequirements as all

other Covered Health Services provided by Network providers.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Netwopkovider. You are not required to select a Primary Physician in
order to obtain Network Benefits. In general health care terminology, a Primary Physician
may also be referred to &remary Care PhysiciBCP

Emergency Health Services are alwayapaldtwork Benefits. For facility charges, these

are Benefits for Covered Health Services that are billed by a Network facility and provided
under the direction of either a Network oriN®twork Physician or other provider.

Network Benefits include Phyaitservices provided in a Network facility by a Network or

a nonNetwork Emergency room Physician, radiologist, anesthesiologist or pathologist.

Non-Network Benefits apply to Covered Health Services that are provided by a non
Network Physician or othermdletwork provider, or Covered Health Services that are
provided at a neNetwork facility. In general health care terminology,Nédwork
Benefits may also be referred to asaddietwork Benefits.

8 SECTIONS - HOWTHEPLANVORKS
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Depending on the geographic area and the servicegioa,rgou may have access through
UnitedHealthcare's Shared Savings Program-fdataork providers who have agreed to
discounts negotiated from their charges on certain claims for Covered Health Services. Refer
to the definition of Shared Savings PragreSection 145lossargf the SPD for details

about how the Shared Savings Program applies.

You must show your identification card (ID card) every time you request health care services
from a Network provider. If you do not show your ID card, Netwarkigers have no way

of knowing that you are enrolled under the Plan. As a result, they may bill you for the entire
cost of the services you receive.

Generally, when you receive Covered Health Services from a Network provider, you pay less
than you would iou receive the same care from aMetwork provider. Therefore, in
most instances, your eaftpocket expenses will be less if you use a Network provider.

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower
level You are required to pay the amount that exceeds the Eligible Expense. The amount in
excess of the Eligible Expense could be significant, and this amount does not apply to the
Out-of-Pocket Maximum. You may want to ask theNetwork provider about thebilled

charges before you receive care.

Health Services from NonNetwork Providers Paid as Network Benefits

If specific Covered Health Services are not available from a Network provider, you may be
eligible to receive Network Benefits when Covered Hltftes are received from a-non
Network provider. In this situation, your Network Physician will notify UnitedHealthcare,
and if UnitedHealthcare confirms that care is not available from a Network provider,
UnitedHealthcare will work with you and youmbéek Physician to coordinate care

through a nofNetwork provider.

Looking for a Network Provider?

In addition to other helpful informatiomyww.myuhc.com UnitedHealthcare's
consumer website, contains a directory of health care professionals and facilitied
UnitedHealthcare's Network. While Network status may change from time to timg
www.myuhc.comhas the most current source of Network informattise.
www.myuhc.comto search for Physicians available in your Plan.

n

Network Providers

UnitedHealthcare or its affiliates arrange for health care providers to participate in a
Network.At your request, UnitedHealthcare will send you a directory ofrklptavaiders

free of charg&eep in mind, a provider's Network status may change. To verify a provider's
status or request a provider directory, you can call UnitedHealthcare at the number on your
ID card or log ontavww.myuhc.com

Network providersra independent practitioners and are not employees of Clermont
County or UnitedHealthcare.

UnitedHealthcare's credentialing process confirms public information about the providers'
licenses and other credentials, but does not assure the quality a€ésepsevided.
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Before obtaining services you should always verify the Network status of a provider. A
provider's status may change. You can verify the provider's status by calling
UnitedHealthcare. A directory of providers is available onkmevatnyuhc.com or by

calling the number on your ID card to request a copy.

It is possible that you might not be able to obtain services from a particular Network
provider. The network of providers is subject to change. Or you might find that a particular
Network provder may not be accepting new patients. If a provider leaves the Network or is
otherwise not available to you, you must choose another Network provider to get Network
Benefits.

If you are currently undergoing a course of treatment utilizing\etveork Physician or

health care facility, you may be eligible to receive transition of care Benefits. This transition
period is available for specific medical services and for limited periods of time. If you have
guestions regarding this transition of care regaiment policy or would like help

determining whether you are eligible for transition of care Benefits, please contact
UnitedHealthcare at the number on your ID card.

Do not assume that a Network provider's agreement includes all Covered Health Services.
Sane Network providers contract with UnitedHealthcare to provide only certain Covered
Health Services, but not all Covered Health Services. Some Network providers choose to be
a Network provider for only some of UnitedHealthcare's products. Refer to ymarpro
directory or contact UnitedHealthcare for assistance.

Designated Providers

If you have a medical condition that UnitedHealthcare believes needs special services,
UnitedHealthcare may direct you to a Designated Provider chosen by UnitedHealthcare. If
you require certain complex Covered Health Services for which expertise is limited,
UnitedHealthcare may direct you to a Network facility or provider that is outside your local
geographic area. If you are required to travel to obtain such Covered Heathfeen a
Designated Provider, UnitedHealthcare may reimburse certain travel expenses at
UnitedHealthcare's discretion.

In both cases, Network Benefits will only be paid if your Covered Health Services for that
condition are provided by or arrangethieyDesignated Provider or other provider chosen
by UnitedHealthcare.

You or your Network Physician must notify UnitedHealthcare of special service needs (such
as transplants or cancer treatment) that might warrant referral to a Designated Provider. If
youdo not notify UnitedHealthcare in advance, and if you receive services frem a non
Network facility (regardless of whether it is a Designated Provider) or otNetwaork

provider, Network Benefits will not be paid. NNetwork Benefits may be availabtee

special needs services you receive are Covered Health Services for which Benefits are
provided under the Plan.

Limitations on Selection of Providers

If UnitedHealthcaréetermines that you are using health care services in a harmful or
abusive manneor with harmful frequency, your selection of Network providers may be
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limited. If this happens, you may be required to select a single Network Physician to provide
and coordinate all of your future Covered Health Services.

If you don't make a selectinithin 31 days of the date you are notitieitedHealthcare
will select a single Network Physician for you. In the event that you do not use the selected
Network Physician, Covered Health Services will be paid-heNark Benefits.

Eligible Expenses

Clermont County has delegated to UnitedHealthcagéstnetion and authority to decide
whether a treatment or supply is a Covered Health Service and how the Eligible Expenses
will be determined and otherwise covered under the Plan.

Eligible Expenses atee amount UnitedHealthcare determines that UnitedHealthcare will

pay for Benefits. For Designated Network Benefits and Network Bgoefise not

responsible for any difference between Eligible Expenses and the amount the provider bills.
For Non-Network Benefits, you are responsible for paying, directly to tiNetwaork

provider, any difference between the amount the provider bills you and the amount
UnitedHealthcare will pay for Eligible Expenses. Eligible Expenses are determined solely in
accor@nce with UnitedHealthcare's reimbursement policy guidelines, as described in the
SPD.

For Designated Network Benefits and Network BenefitsEligible Expenses are based
on the following:

Yy When Covered Health Services are received from a Designated Network a
Network provider, Eligible Expenses are UnitedHealthcare's contracted fee(s) with
that provider.

Yy When Covered Health Services are received fromNeheark provider as a result
of an Emergency or as arranged by UnitedHealthcare, Eligible Expemses are
amount negotiated by UnitedHealthcare or an amount permitted by law. Please
contact UnitedHealthcare if you are billed for amounts in excess of your applicable
Coinsurance, Copayment or any deductible. The Plan will not pay excessive charges
or amountyou are not legally obligated to pay.

For Non-Network Benefits, Eligible Expenses are based on either of the following:
Yy When Covered Health Services are received fromNehwoark provider, Eligible

Expenses are determined, based on:

- Negotiated rates agrkto by the notNetwork provider and either
UnitedHealthcare or one of UnitedHealthcare's vendors, affiliates or subcontractors,
at UnitedHealthcare's discretion.

- If rates have not been negotiated, then one of the following amounts:
Eligible Expenseseadetermined based on 110% of the published rates allowed

by theCenters for Medicare and Medicaid Serficddddibt®e for the same or
similar service within the geograpmécket, with the exception of the following:
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1 50% of CMS for the same angar laboratory service.
1 45% of CMS for the same or similar durable medical equipment, or CMS
competitive bid rates.

When a rate is not published@iSfor the service, UnitedHealthcare uses an

available gap methodology to determine a rate for thoe ser¥ollows:

1 For services other than Pharmaceutical Products, UnitedHealthcare uses a
gap methodology establishedpyumInsiginid/or a third party vendor
that uses a relative value scale. The relative value scale is usually based on the
difficulty, ime, work, risk and resources of the service. If the relative value
scale(s) currently in use become no longer available, UnitedHealthcare will
use a comparable scale(s). UnitedHealthca@pamdinsigire related
companies through common ownership bigddHealth Group. Refer to
UnitedHealthcare's websitevatw.myuhc.comfor information regarding
the vendor that provides the applicable gap fill relative value scale
information.

1 For Pharmaceutical Products, UnitedHealthcare uses gap methodologies that
are similar to the pricing methodology use@M and produce fees based
on published acquisition costs or average wholesale price for the
pharmaceuticals. These methodologies are currently créaidddajth
SystenEhomson Reufpublished in if8ed Bodkor UnitedHealthcare
based on an internally developed pharmaceutical pricing resource.

1 When a rate is not published@ySfor the service and a gap methodology
does not apply to the service, the Eligible Expense is based on 50% of the
provider'sbilled charge.

For Mental Healtlservices anBlubstancRelated and Addictive Disorders
Services the Eligible Expense will be reduced by 25% for Covered Health
Services provided by a psychologist and by 35% for Covered Health Services
provided by a mastdevel counselor.

UnitedHealthcare updates @llSpublished rate data on a regular basis when
updated data fro@MSbecomes available. These updates are typically implemented
within 30 to 90 days afteMSupdates its data.

IMPORTANT NOTICE : Non-Networkproviders may bill you for any difference
between the provider's billed charges and the Eligible Expense described here.
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Don't Forget Your ID Card

Remember to show your ID card every time you receive health care services from a
provider. If you do not skoyour ID card, a provider has no way of knowing that ypu
are enrolled under the Plan.

Annual Deductible

The Annual Deductible is the amount of Eligible Expenses you must pay each calendar year
for Covered Health Services before you are eligible todwsgiing Benefits. There are

separate Network and nbletwork Annual Deductibles for this Pl[Ehe amounts you pay

toward your Annual Deductible accumulate over the course of the calendar year.

Amounts paid toward the Annual Deductible for CoveredhHgailvices that are subject to

a visit or day limit will also be calculated against that maximum benefit limit. As a result, the
limited benefit will be reduced by the number of days or visits you used toward meeting the
Annual Deductible.

When a CoveredePson was previously covered under a benefit plan that was replaced by
the Plan, any amount already applied to that annual deductible provision of the prior plan
will apply to the Annual Deductible provision under this Plan.

Coinsurance

Coinsurance is tipercentage of Eligible Expenses that you are responsible for paying.
Coinsurance is a fixed percentage that applies to certain Covered Health Services after you
meet the Annual Deductible.

Outof-Pocket Maximum

The annual Owbf-Pocket Maximum is the mgstu pay each calendar year for Covered
Health Services. There are separate Network asidetwak Out-of-Pocket Maximums

for this Planlf your eligible oubf-pocket expenses in a calendar year exceed the annual
maximum, the Plan pays 100% of Eligible Expenses for Covered Health Services through
the end of the calendar year.

The Outof-Poclet Maximum applies to all Covered Health Services under the Plan,
including Covered Health Services provided under your outpatient prescription drug plan.

The following table identifies what does and does not apply towaxetyeark and non
Network Outof-Pocket Maximums:
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Applies to the
Non-Network
Out-of-Pocket

Applies to the
Plan Features Network Out-of-
Pocket Maximum?

Maximum?
Payments toward the Annual Deductible Yes Yes
Coinsurance for Covered Health Service
available under your outpatient prption Yes Yes
drug plan
Charges for no@overed Health Services No No

The amounts of any reductions in Benefi
you incur by nobbtaining prior No No
authorization as required

Charges that exceed Eligible Expenses No No
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SECTION4ERSONAHEALTH SUPPORND PRIOR AUTHORIEON

What this section includes:
Yy An overview of the Personal Health Suppargram.

Yy Covered Health Services which Require Prior Authorization.

Care Management

When you seek prior authorization as required, the @ldimasistrator will work with you

to implement the care management process and to provide you with information about
additional services that are available to you, such as disease management programs, health
education, and patient advocacy.

UnitedHealthcarprovides a program called Personal Health Sdegamned to encourage
personalized, efficient care for you and your covered Dependents

Personal Health Support Nursester their efforts on prevention, education, and closing
any gaps in yourrea The goal of the program is to ensure you receive the most appropriate
and coseffective services available.

If you are living with a chronic condition or dealing with complex health care needs,
UnitedHealthcare may assign to you a primary nursedédeas a Personal Health

Support Nursdp guide you through your treatment. This assigned nurse will answer
guestions, explain options, identify your needs, and may refer you to specialized care
programs. The Personal Health Support Nurse will pyavideith their telephone number

so you can call them with questions about your conditions, or your overall health and well
being.

Personal Health Support Nurgel provide a variety of different services to help you and

your covered family memberseiee appropriate medical care. Program components are
subject to change without notice. When the Claims Administrator is called as required, they
will work with you to implement the Personal Health Suppmogéss and to provide you

with information abduadditional services that are available to you, such as disease
management programs, health education, and patient advocacy. As of the publication of this
SPD, the Personal Health Suppodgram includes:

Yy Admission counseling- Personal Health SupportNurses Nurse-Advocateare
available to help you prepare for a successful surgical admission and recovery. Call
the number ohe-back-eyour ID card for support.

Yy Inpatient care management If you are hospitalizedP&rsonal Health Support
nursewill work with your Physician to make sure you are getting the care you need
and that your Physician's treatment plan is being carried out effectively.

Yy Readmission Management This program serves as a bridge between the Hospital
and your home if you are aglnrisk of being readmitted. After leaving the Hospital,
if you have a certain chronic or complex condition, you may receive a phone call
from a Personal Health Support Nuseonfirm that medications, needed
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equipment, or followp services are in place. The Personal Health Support Nurse
will also share important health care information, reiterate and reinforce discharge
instructions, and support a safe transitionehom

Yy Risk Management- Designed for participants with certain chronic or complex
conditions, this program addresses such health care needs as access to medical
specialists, medication information, and coordination of equipment and supplies.
Participants magceive a phone call from a Personal Health Supporttblurse
discuss and share important health care information related to the participant's
specific chronic or complex condition.

y' Cancer Management You have the opportunity to engage with a nurse that
specializes in cancer, education and guidance throughowbur care path.

Yy Kidney Management- You have the opportunity to engage with a nurse that
specializes in kidney disease, education and guidance with CDK stage 4/5 or
ESRD throughout your care path.

yL “ [Formatted: Indent: Left: 0.25", No bullets or numbering

If you do not receive a call from a Personal Health BNyrsebut feel you could benefit
from any of these programs, please call the number on your ID card.

Prior Authorization

UnitedHealthcare requires prior authorization for certain Covered Health Servicgs. In
general, your Network Primary Physiciaro#tmet Network providers are responsibl

for obtaining prior authorization before they provide these services to you. Therd are
some Benefits, however, for which you are responsible for obtaining prior authofization.
For detailed information on the Covershlth Services that require prior authorizagjon,
please refer to Sectiom@lditional Coverage Details

It is recommended that you confirm with the Claims Administrator that all Covered Health
Services listed below have been prior authorized as reBgfioed receiving these services
from a Network provider, you may want to contact the Claims Administrator to verify that
the Hospital, Physician and other providers are Network providers and that they have
obtained the required prior authorizatietwork facilities and Network providers cannot

bill you for services they fail to prior authorize as required. You can contact the Claims
Administrator by calling the numbertba-baek-ejour ID card.

When you choose to receive certain Covered HealtreS&mwim norNetwork providers,

you are responsible for obtaining prior authorization before you receive these services. Note
that your obligation to obtain prior authorization is also applicable wheNetwork

provider intends to admit you to a Netwiatility or refers you to other Network

providers.

To obtain prior authorization, call the number orthe-back-efyour ID card. This call

starts the utilization review proc€xsce you have obtained the authorization, please review
it carefully so thaby understand what services have been authorized and what providers
are authorized to deliver the services that are subject to the authorization.
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The utilization review process is a set of formal techniques designed to monitor the use of,

or evaluate thdigical necessity, appropriateness, efficacy, or efficiency of, health care

services, procedures or settings. Such techniques may include ambulatory review, prospective
review, second opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.
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Contacting UnitedHealthcareor Personal Health Support is easy.
Simply call the number on your ID card.

Network providers are generally responsible for obtaining prior authorization from the
Claims Adrmiistrator before they provide certain services to you. However, there are some
Network Benefits for which you are responsible for obtaining prior authorization from the
Claims Administrator.

When you choose to receive certain Covered Health Servicesrfildatwork providers,

you are responsible for obtaining prior authorization from the Claims Administrator before
you receive these services. In many cases, yobelNeoork Benefits will be reduced if the
Claims Administratdras not provided prior autliation.

Services for which you are required to obtain prior authorization are identified in Section 6,
Additional Coverage Detdiigh each Covered Health Service Benefit description. Please
note that prior authorization timelines apply. Refer @pilecable Benefit description to
determine how far in advance you must obtain prior authorization.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays before the Plan pays
Benefits) the prior authorizationugg@ments do not apply to you. Since Medicare is the
primary payer, the Plan will pay as secondary payer as described in Samiaiinafion of
Benefits (COBpu are not required to obtain authorization before receiving Covered Health
Services.
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SECTION 5PLAN HIGHGHTS

What this section includes:
y Payment Terms and Features.

Yy Schedule of Benefits.

Payment Terms and Features

The table below provides an overviethefPlan's Annual Deductible and-OfiPocket

Maximum

Plan Features

Designated
Network and
Network Amounts

Non-Network
Amounts

Annual Deductible
Yy Individual.

Yy~ Family (not to exceed the applicable
Individual amount for all Covered
Persons in a family).

Coupons:The Plan Sponsor may not
permit certain coupons or offersrbm
pharmaceutical manufacturers or an
affiliate to apply to your Annual
Deductible.

$3,000 $6,000

$6,000 $12,000

Annual Out-of-Pocket Maximum
Yy Individual (single coverage).

Yy Family (not to exceed the applicable
Individual amount for all Covered
Persos in a family).

Coupons:The Plan Sponsor may not
permit certain coupons or offers from
pharmaceutical manufacturers or an
affiliate to apply to your Annual Out
of-Pocket Maximum.

The Annual Deductible applies toward |
Out-of-Pocket Maximm for all Covered
Health Services.

$4,000 $10,000

$8,000 $20,000
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Plan will pay for essential Benefits duril
the entire period you are enrolled in thi
Plan.

Generally the following are considered
beessential benefits under Bagient
Protection and Affordable Care Act:

Ambulatory patient services; emergena
services, hospitalization; maternity and
newborn caréylental Healttand
SubstancRelated and Addictive
Disordersservices (including behaviora
health treatment); prescription drug
products; rehabilitative and habilitative
services and devices; laboratory servic
preventive and wellness services and
chronic disease management; and ped

Designated
Plan Features Network and MBS
Amounts
Network Amounts
Lifetime Maximum Benefit
There is no dollar limit to the amount th o
Unlimited

services (including oral and vision care
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Schedut of Benefits

This table provides an overview of the Plan's coverage levels. For detailed descriptions of

your Benefits, refer to Sectio@ditional Coverage Details

Covered Health Servicés

Benefit

(The Amount Payable by the Plan base|
on Eljgible Expenses)

Designated
Network and
Network

Non-Network

Acupuncture Services

See Section Additional Coverage Débails
limits.

100% after you me¢
the Annual
Deductible

70% after you mee
the Annual
Deductible

Ambulance Services

Yy Emergency Ambulance.

Yy Non-Emergency Ambulance.

Ground or air ambulance, as the Claim
Administrator determinepgropriate.

Ground and/air
Ambulance

100% after you me¢
the Annual
Deductible

100% after you mee
the Annual
Deductible

Ground and/or Ail
Ambulance

100% after you
meet the Annual
Network
Deductible

70% after you mee
the Annual
Deductible

Cancer Services

SeeCancer Resource Servicés SeRE)n 6,
Additional Coverage Details

Depending upon
where the Coverec
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heali
Service category if
this section.

Depending upon
where the Coverel
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
category ithis
section.
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Benefit

(The Amount Payable by the Plan base

Covered Health Services O A (RS

Designated
Network and
Network

Non-Network

Cellular and Gene Therapy Depending upon
where the Covereg
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heal
Service category if
this section.

Non-Network
Benefits are not

Services must be received at a Design; available.

Provider.

Clinical Trials

Benefits are available when the Covere
Health Services are provided by either
Network or norNetwork providers.

Depending upon
where the Covereg
Health Service is
provided, Benefits

Depending upon
where the Coverel
Health Service is
provided, Benefits

will be thesame as
those stated unde
each Covered Heal

this section.

Service category ir

will be the same 4
those stated unde
each Covered
Health Service
category in this
section.
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eljgible Expenses)

Designated
Network and
Network

Non-Network

CongenitalHeart Disease (CHD)
Surgeries

For Network Benefits, CHD surgeries
must be received abDasignated Provide
and performed byResignated Provider

Network Benefits include services rece
at a Network facility and performed by i
Network Physician the not a
Designated ProvidandDesignated
Providerand services provided at a-on
Network facility.

Non-Network Benefits under this sectio
include only the CHD surgery.

Depending upon where the Covered
Health Service is provided, Benefits for
diagnost services, cardiac catheterizat
and nonsurgical management of CHD
will be the same as those stated under
Covered Health Service category in thi
section.

100% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Dental Services Accident Only

See Section Additional Coverage Débails
limits.

100% after you me€¢  1009% after you

the Annual meet the Annual
Deductible Network
Deductible

Dental Anesthesia

See Section Additional Coverage Débails
limits.

100% after you meg
the Anrual
Deductible

70% after you mee
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eljgible Expenses)

Designated
Network and
Network

Non-Network

Diabetes Services

Diabetes SeManagement and Training;
Diabetic Eye Examinations/Foot Care

Diabetes SefManagement Items
Yy Diabetes equipment.

y  Diabetes supplies.

Depending upon
where the Coverec
Health Service is
provided, Benefits
for diabetes self
management and
training/diabetic eye
examinations/foot
care will be paid th¢
same as those stati
under each Covere
Health Service
category in this
section.

Benefits for diabete
equipment will be
the same as those

stated undeDurable

Medical Equipniant

this section.

For dialetes supplie
the Benefit is 100%

after you meet the
Annual Deductible.

Depending upon
where the Coverel
Health Serce is
provided, Benefits
for diabetes self
management and
training/diabetic
eye
examinations/foot
care will be paid th
same as those stal
under each Coversg
Health Service
category in this
section.

Benefits for
diabetes equipmer
will be the same 4
those stated unde

Durable Medical
Equipmeint this
section.

For diabetes
supplies the Benef
is 70% after you
meet the Annual
Deductible.

Durable Medical Equipment (DME)

SeeDurable Medical Equipm&ction 6,
Additional Coverage Détailsnits.

100% after you me
the Annual
Deductible

70% after you mee
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eljgible Expenses)

Designated
Network and
Network

Non-Network

Emergency Health Services
Outpatient

100% after you mee
the Annual
Deductibé

100% after you
meet the Annual
Network
Deductible

Gender Dysphoria

Depending upon
where the Coverec
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heal
Service category if
the Schedule of Ben

Deperding upon
where the Coverel
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
category in the
Schedule of Beng

Home Health Care

See Section Additional Coverage Détails
limits.

100% afteyou meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Hospice Care

100% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

Hospital - Inpatient Stay

100% after you mee
the Annual
Deductble

70% after you mee
the Annual
Deductible
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Benefit

(The Amount Payable by the Plan base

Covered Health Services O A (RS

Designated
Network and
Network

Non-Network

Kidney Services

For Network Benefits, kidney services
must be received abDasignated Provide

See Kidney Resource Services (KRS) |
Additional Coverage Details.

Depending upon
whee the Covered

Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heal
Service category if
this section.

Depending upon
where the Covere(
Health Service is
provided, Benefitg
will be the same 4
those stated unde
eabh Covered
Health Service
category in this
section.

Lab, X-Ray and Diagnostics
Outpatient

y Lab Testing Outpatient.

Yy X-Ray and Other Diagnostic Testing
Outpatient.

y  Mammogram

100% after you me
the Annual
Deductible

100% after you mee
the Annual
Deductible

100%

70% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

Not Applicable

Lab, X-Ray and Major Diagnosticsd
CT, PET, MRI, MRA and Nuclear
Medicine - Outpatient

100% after you me
the Annual

Deductible

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eljgible Expenses)

Designated
Network and
Network

Non-Network

Mental Health Services

y Inpatient.

y  Outpatient.

100% after you mee
the Annual
Deductible

100% after you me¢
the Annual
Deductible

100% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductilte

70% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

70% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet theAnnual
Deductible

Neurobiological Disorders- Autism
Spectrum Disorder Services

y Inpatient.

y  Outpatient.

100% after you me¢
the Annual
Deductible

100% after you me¢
the Annual
Deductible

100% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

Not Covered

Nutritional Counseling

100% after you mee
the Annual
Deductble

70% after you mee
the Annual
Deductible
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Benefit

(The Amount Payable by the Plan base

Covered Health Services O A (RS

Designated
Network and Non-Network
Network

Ostomy Supplies

100% after you meq¢ 70% after you mee
the Annual the Annual
Deductible Deductible

Pharmaceutical Products Outpatient

100% after you meq¢ 70% after you mee
the Annual the Annual
Deductible Deductible

Physician Fees for Surgical and

Medical i
edical Services 100% after you meq¢ 70% after you mee

the Annual the Annual
Deductible Deductible

Covered Health Services provided by &
non-Network consulting Physician,
assistant surgeon oswgical assistant in
Network facility will be paid as Network
Benefits. In order to obtain the highest
level of Benefits, you should confirm th
Network status of these providers prior
obtaining Covered Health Services.
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Benefit
(The Amount Payable by the Plan base
Covered Health Servicés on Eligible Expenses)
Designated
Network and Non-Network
Network
Physician's Office Service- Sickness
and Injury
100% after you meq 70% after you mee
the Annual the Annual
Deductible Deductible

Yy Primary Physician.

Yy Specialist Physician.

Designated Rated
Network/
Specialist

100% after you mee
the Annual
Deductible

DesignatedNot
Rated Network/
Specialist

100% after you pay
the Annual
Deductble and afte
you pay a
Copayment of $80
per visit

Network

100% after you mee
the Annual
Deductible

SECTIOND - PLANHIGHLIGHTS
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eljgible Expenses)

Designated
Network and
Network

Non-Network

Pregnancyd Maternity Services

A Deductible will not apply for a newbo
child whose length of staythe Hospital
is the same as the mother's length of s

Benefits will be the

same as those stati

under each Covere
Health Service
category in this

Benefits will be the
same as those stal
under each Coverg
Health Service
category in this

section. section.

Preventive Care Services

y. PhySiCian Office Services. 100% 70% after you mee
the Annual
Deductible

y Lab, Xray or Other Preventive Test 100% 70% after you meg
the Annual
Deductible

y  Breast Pumps. 100% 70% after you meg
the Annual
Deductible

Prosthetic Devices 100% after you me¢ 70% after you mee

See &ction 6 Additional Coverage Détails the Annual the Annual

limits. Deductible Deductible

Reconstructive Procedures

Depending upon
where the Covereg
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heal
Service category ir
this section.

Depending upon
where the Covere(
Health Service is
provided, Benefitg
will be the same a
those stated unde
each Covered
Health Service
category in this
section.
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eljgible Expenses)

Designated
Network and
Network

Non-Network

Rehabilitation Senices- Outpatient
Therapy and Manipulative Treatment

See Section Additional Coverage Détails
visit limits.

100% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Scopic Procedures Outpatient
Diagnostic and Therapeutic

Yy Colonoscopy

100% after you mee
the Annual
Deductible

100%

70% after you mee
the Annual
Deductible

Not Applicable

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

See Section Additional Coverage Détails
limits.

100% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Spine and Joint Surgeries

Depending upon where the Covered

Health Service is provided, Benefits for
diagnostic services, implant fees, DME
and supplies and neargical manageme
of spine and joint services will be the s
as those stated under each Covered H

Service categoirythis Schedule of
Benefits.

100% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eljgible Expenses)

Designated
Network and
Network

Non-Network

SubstanceRelated and Addictive
DisordersServices

Yy Inpatient.

Yy Outpatient.

100% after you mee
the Annual
Deductible

100% after you mee
the Annual
Deductible

100% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

70% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

70% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet theAnnual
Deductible

Surgery- Outpatient

100% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Therapeutic Treatments- Outpatient

100% after you mee
the Annual
Deductible

Dialysis is covered |

Network only

70% after you mee
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eljgible Expenses)

Designated
Network and
Network

Non-Network

Transplantation Services

For Network Benefits, transplantation
services must be received Besignated
Provider The Claims Administrator doe;
not require that cornea transplants be
performed at ®esignated Providar
order br you to receive Network Benefi

Depending upon
where the Coverec
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heali
Service category if
this section.

Non-Network
Benefits are not
available

Urgent Care Cengr Services

100% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

Virtual Visits

Network Benefits are available only wh
services are delivered through a
Designated Virtual Network Provider. Y,
can find a Designated Virtingtwork
Provider by going teww.myuhc.comor
by calling the telephone number on you
ID card.

Non-Network
Benefits are not
available.

100% after you mee
the Annual
Deductible

Vision Care

y Lenses Post Cataract Surgery

See Section Additional CowgeeDetaifor

limits.

100% after you me¢
the Annual
Deductible

70% after you mee
the Annual
Deductible
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Benefit

(The Amount Payable by the Plan base

Covered Health Services O A (RS

Designated
Network and Non-Network
Network

Wigs

See Section 6, Additional Coverage Detaill 100% after you me¢ 70% after you meg
limits. the Annual the Annal
Deductible Deductible

1Please obtain prior authorization from the Claims Administrator before receiving Covered Health
Services, as described in Sectiddditional Coverage Details.
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SECTION-GADDITIOAL COVERAGE DETAILS

What this section includes:
Yy CoveredHealth Services for which the Plan pays Benefits.

Yy Covered Health Services that require you to obtain prior authorization beforejyou
receive them, and any reduction in Benefits that may apply if you do not call jo obtain
prior authorization.

This section faplements the second table in Secti&teb, Highlights

While the table provides you with Benefit limitations alon@uwiitsurance and Annual

Deductible information for each Covered Health Service, this section includes descriptions

of the BenefitsThese descriptions include any additional limitations that maaspyEit

as Covered Health Services for which you must obtain prior authorization from the Claims
Administrator as requirebhe Covered Health Services in this section appkarsame

order as they do in the table for easy reference. Services that are not covered are described in
Section 8Exclusions and Limitations

Acupuncture Services

The Plan pays for acupuncture services for pain therapy provided that the service is
perfamed in an office setting by a provider who is one of the following, either practicing
within the scope of his/her license (if state license is available) or who is certified by a
national accrediting body:

Yy~ Doctor of Medicine.

y' Doctor of Osteopathy.

y' Chiroprctor.

Yy Acupuncturist.

Covered Health Services include treatment of nausea as a result of:

Yy Chemotherapy.
Yy Pregnancy.
Yy Postoperative procedures.

Any combination of Network Benefits and Ndatwork Benefits is limited 1@
treatments per calendar year.

Didyou knowé
You generally pay less-ofipocket when you use a Network provider?
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Ambulance Services

The Plan covers Emergency ambulance services and transportation provided by a licensed
ambulance service to the nearest Hospital that offers Emergency Health Services. See
Section 14Glossafgr the definition of Emergency.

Ambulanceservice by air is covered in an Emergency if ground transportation is impossible,
or would put your life or health in serious jeopardy. If special circumstances exist,
UnitedHealthcare may pay Benefits for Emergency air transportation to a Hospital that is
not the closest facility to provide Emergency Health Services.

The Plan also covers nBmergency transportation provided by a licensed professional
ambulance (either ground or air ambulance, as UnitedHealthcare determines appropriate)
between facilitieshen the transport is:

Yy From a norANetwork Hospital to a Network Hospital.

To a Hospital that provides a higher level of care that was not available at the
original Hospital.

y
Yy To a more costffective acute care facility.
Yy From an acute facility to a satue setting.

Prior Authorization Requirement

In most cases, the Claims Administrator will initiate and direEnmengency
ambulance transportation. If you are requestingEmangency ambulance services,
please remember that you must obtain prior awdtionzas soon as possible prior to
transport.

If you fail to obtain prior authorization as required, Benefits will be reduced to 50p6 of
Eligible Expenses.

Cancer Resource Services (CRS)

The Plan pays Benefitg oncology services provideddssignateéroviderparticipating
in the Cancer Resource Services (CRS) pragaignated Provider defined in Section
14,Glossary

For oncology services and supplies to be considered Covered Health Services, they must be
provided to treat a condition that hgsimary or suspected diagnosis relating to cancer. If
you or a covered Dependent has cancer, you may:

Yy Be referred to CRS by the Claims Administrator or a Personal Health Support
Nurse

y Call CRS at-8669366002.

Yy Visit www.myoptumhealthcomplexmedical.com.
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To receive Benefits for a canadated treatment, you are not required to \Dssagnated
Provider If you receive oncology services from a facility that iDesignated l®vider
the Plan pays Benefits as described under:

Yy Physician's Office SeS8imagess and Injury.
Physician Fees for Surgical and Medical Services.
Scopic Proced@atpatient Diagnostic and Therapeultic.
Therapeutic Treatm@ntpatient.

<SS S

Hospita Inpatient Stay.
Yy SurgerOutpatient.

Note: The services described untievel and LodgirggCovered Health Services only in
connection with canceglated services received Reaignated Provider

To receive Benefits under the CRS program, ysiucontact CRS prior to obtaining
Covered Health Services. The Plan will only pay Benefits under the CRS prograjn if CRS
provides the proper notification to thesignated Providperforming the services
(even if you setiefer to a provider in that Netvkyr

Cellular and Gene Therapy
Cellular Therapy and Gene Therapy received on an inpatient or outpatient basis at a
Hospital or on an outpatient basis at an Alternate Facility or in a Physician's office.

Benefits for CAR therapy for malignancies are predids described undeansplantation
Services

Prior Authorization Requirement

For Network Benefits you must obtain prior authorization from the Claims
Administrator as soon as the possibility of a Cellular or Gene Therapy arises. If you do
not obtain por authorization and if, as a result, the services are not received fror a
Designated Provider, Network Benefits will not be paid.

Clinical Trials

Benefits are available for routine patient care costs incurred during participation in a
qualifying Clinical Trial for the treatment of:

Yy Cancer or other l{fthreatening disease or condition. For purposes of this benefit, a
life-threatenig disease or condition is one from which the likelihood of death is
probable unless the course of the disease or condition is interrupted.

Yy Cardiovascular disease (cardiac/stroke) which is not life threatening, for which, as
UnitedHealthcare determines liai€al Trial meets the qualifying Clinical Trial
criteria stated below.
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Yy Surgical musculoskeletal disorders of the spine, hip and knees, which are not life
threatening, for which, as UnitedHealthcare determines, a Clinical Trial meets the
qualifying Clinal Trial criteria stated below.

Yy Other diseases or disorders which are not life threatening for which, as
UnitedHealthcare determines, a Clinical Trial meets the qualifying Clinical Trial
criteria stated below.

Benefits include the reasonable and necéssasyand services used to prevent, diagnose
and treat complications arising from participation in a qualifying Clinical Trial.

Benefits are available only when the Covered Person is clinically eligible for participation in
the qualifying Clinical Trial dafined by the researcher.

Routine patient care costs for qualifying Clinical Trials include:

Yy Covered Health Services for which Benefits are typically provided absent a Clinical
Trial.

Yy Covered Health Services required solely for the provision of thierExyedror
Investigational Service(s) or item, the clinically appropriate monitoring of the effects
of the service or item, or the prevention of complications.

Yy Covered Health Services needed for reasonable and necessary care arising from the
provision of a Experimental or Investigational Service(s) or item.

Routine costs for Clinical Trials do not include:

Yy The Experimental or Investigational Service(s) or item. The only exceptions to this
are:

- CertainCategorydgvices.

- Certain promising interventions fatients with terminal illnesses.

- Other items and services that meet specified criteria in accordance with
UnitedHealthcare's medical and drug policies.

Yy Items and services provided solely to satisfy data collection and analysis needs and
that are not uskin the direct clinical management of the patient.

Yy A service that is clearly inconsistent with widely accepted and established standards
of care for a particular diagnosis.

y Items and services provided by the research sponsors free of charge for any person
enrolled in the trial.

With respect to cancer or other-ttieeatening diseases or conditions, a qualifying Clinical
Trial is a Phase I, Phase Il, Phase lll, or Phase IV Clinical Trial that is conducted in relation
to the prevention, detection or treattnaf cancer or other lifreatening disease or

condition and which meets any of the following criteria in the bulleted list below.
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With respect to cardiovascular disease, musculoskeletal disorders of the spine, hip and knees
and other diseases or digssdwhich are not lfreatening, a qualifying Clinical Trial is a

Phase |, Phase Il, or Phase Il Clinical Trial that is conducted in relation to the detection or
treatment of such ndife-threatening disease or disorder and which meets any of the

following criteria in the bulleted list below.

y

Federally funded trials. The study or investigation is approved or funded (which may
include funding through-kind contributions) by one or more of the following:

National Institutes of Health (lIhtJudedNational Cancer Institute YNCI)

Centers for Disease Control and Prevention (CDC)

Agency for Healthcare Research and Quality (AHRQ)

Centers for Medicare and Medicaid Setrvices (CMS)

A cooperative group or center of any of the entities described atheve or
Department of Defense @G@H2Veterans Administration (VA)

A qualified norgovernmental research entity identified in the guidelines issued by
theNational Institutes of Healttenter support grants.

TheDepartment of Veterans Afieibspartment of DefendeeDepartment of Energy
as long as the study or investigation has been reviewed and approved through a
system of peer review that is determined byebeetary of Health and Human Services
to meet both of the following criteria:

Comparable to the system of peer review of studies and investigations used by
theNational Institutes of Health

Ensures unbiased review of the highest scientific standards by qualified
individuals who have no interest in the outcome of the review.

The stuly or investigation is conducted under an investigational new drug
application reviewed by tbeS. Food and Drug Administration

The study or investigation is a drug trial that is exempt from having such an
investigational new drug application.

The Clinial Trial must have a written protocol that describes a scientifically sound
study and have been approved by all relevant institutional review boards (IRBs)
before participants are enrolled in the trial. UnitedHealthcare may, at any time,
request documenian about the trial.

The subject or purpose of the trial must be the evaluation of an item or service that
meets the definition of a Covered Health Service and is not otherwise excluded
under the Plan.

Prior Authorization Requirement

You must obtain pricauthorization from the Claims Administrator as soon as the
possibility of participation in a Clinical Trial arises. If you fail to obtain prior
authorization as required, Benefits will be reduced to 50% of Eligible Expenses.
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Congenital Heart Disease (CHiXgeries

The Plan pays Benefits for CHD surgeries which are ordered by a Physician. CHD surgical
procedures include surgeries to treat conditions such as coarctation of the aorta, aortic
stenosis, tetralogy of fallot, transposition of the great vesseypaplastic left or right

heart syndrome.

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact
UnitedHealthcare at the number on your ID card for information about these guidelines.

The Plan pays Benefits for CHD servimdgred by a Physician and received at a facility
participating in the CHD Resource Services program. Benefits include the facility charge and
the charge for supplies and equipment. Benefits for Physician services are described under
Physician Fees fgicaliand Medical Services

Surgery may be performed as open or closed surgical procedures or may be performed
through interventional cardiac catheterization.

Benefits are available for the following CHD services:

Yy Outpatient diagnostic testing.
y  Evaluation

Yy Surgical interventions.

Yy Interventional cardiac catheterizations (insertion of a tubular device in the heart).

Yy Fetal echocardiograms (examination, measurement and diagnosis of the heart using
ultrasound technology).

Yy Approved fetal interventions.

CHD serveces other than those listed above are excluded from coverage, unless determined
by the Claims Administrator to be proven procedures for the involved diagnoses. Contact
CHD Resource Services €8889367246 before receiving care for information about

CHD services. More information is also available at
www.myoptumhealthcomplexmedical.com

If you receive CHD services from a facility that is Betsggnated Providehe Plan pays
Benefits as described under:
Yy Physician's Office SeBiagess and Injury
Physician Fees for Surgical and Medical Services.
Scopic Proced@atpatient Diagnostic and Therapeutic.
Therapeutic Treatm@ntpatient.
Hospital Inpatient Stay.

<SS

SurgerOutpatient.
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To receive Benefits under the CHD program, you must t@tt@cResource Service

at 18889367246 prior to obtaining Covered Health Services. The Plan will only pay
Benefits under the CHD program if CHD provides the proper natification to the
Designated Providperforming the services (even if youreé#r b a provider in that
Network).

Note: The services described untievel and LodgiregCovered Health Services only in
connection with CHD services received at a Congenital Heart Disease Resource Services
program.

Prior Authorization Requirement

For Cowered Health Services required to be recejreDesignated Provideyou must
obtain prior authorization from the Claims Administrator as soon as the possibiliy of a
CHD surgery arises. If you do not obtain prior authorization and if, as a resHID the C
surgeries are not received Reaignated Providédetwork Benefits will apply.

For nonNetwork Benefits, if you fail to obtain prior authorization from the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Dent& Services Accident Only
Dental services are covered by the Plan when all of the following are true:

Yy Treatment is necessary because of accidental damage.

Yy Dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry.

Yy The cental damage is severe enough that initial contact with a Physician or dentist
occurs within 72 hours of the accident. (You may request an extension of this time
period provided that you do so within 60 days of the Injury and if extenuating
circumstancexist due to the severity of the Injury.)

Please note that dental damage that occurs as a result of normal activities of daily living or
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are
not available for repaisteeth that are damaged as a result of such activities.

The Plan also covers dental care (oral examinatiays »extractions and nrsargical
elimination of oral infection) required for the direct treatment of a medical condition limited
to:

Yy Dental sevices related to medical transplant procedures.

Yy Initiation of immunosuppressive (medication used to reduce inflammation and
suppress the immune system).

Yy Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services to repair the dgeneaused by accidental Injury must conform to the
following timeframes: Treatment is started within three months of the accident, or if not a
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Covered Person at the time of the accident, within the first three months of coverage under
the Plan, unless exrtuating circumstances exist (such as prolonged hospitalization or the
presence of fixation wires from fracture care), Treatment must be completed within 12
months of the accident, or if not a Covered Person at the time of the accident, within the
first 12months of coverage under the Plan.

The Plan pays for treatment of accidental Injury limited to the following:

Emergency examination.

Necessary diagnostieays.

Endodontic (root canal) treatment.

Temporary splinting of teeth.

Prefabricated post and core.

Simple minimal restorative procedures (fillings).

Extractions.

SRS N S

Posttraumatic crowns if such are the only clinically acceptable treatment.

<,

Replacement of lost teeth due to the Injury by implant, dentures or bridges.

Dental ServicesDental Anesthesia

The Plan pays for Dental services for a child under the age of 9, for someone with a chronic
disability, or for someone that has a medical condition that requires hospitalization or
general anesthesia.

Diabetes Services

Diabetes SelfManagement and TrainingDiabetic Eye Examinations/Foot Care

Outpatient selfhanagement training for the treatment of diabetes, education and medical
nutrition therapy service&ervices must be ordered by a Physician and provided by
appropriately licensed or registered heatthpeafessionals.

Benefits also include medical eye examinations (dilated retinal examinations) and preventive
foot care for diabetes.

Diabetic SeltManagement ltems

Insulin pumpsnd supplies for the management and treatment of diabetes, basedrupon you
medical needs include:

Yy Insulin pumps that are subject to all the conditions of coverage stated under Durable
Medical Equipmer{DME).
Yy Blood glucose monitors, including continuous glucose monitors.

Yy Insulin syringes with needles.
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Yy Blood glucose and urinststrips.
Yy Ketone test strips and tablets.
Yy Lancets and lancet devices.

Benefits for diabetes equipment that meet the definitionrabbBWMedical Equipment are

subject to the limit stated undarrable Medical Equipiméinis section.

Prior Authorization Requirement
For Non-Network Benefits you must obtain prior authorization from the Claims

treatment of diabetes that exceeds $1,000 in cost (either retail purchasencokttive
retail rental cost of a single item). If you fail to obtain prior authorization as requi

Benefits will be reduced to 50% of Eligible Expenses.

Durable Medical Equipment (DME)
The Plan pays for Durable Medical Equipment (DME) that is:

Used for medical purposes.

Durable Medical Equipment.

<SS

Not of use to a person in the absence cSeade or disability.

y' Durable enough to withstand repeated use.

Administrator before obtaining any Durable Medical Equipment for the managenpent and

ed,

Ordered or provided by a Physician for outpatient use primarily in a home setting.

Not consumable or disposable except as needed for the effective use of covered

Benefits under this section include Durable Medical Equipment provided to you by a
Physician. If more than one piece of DME can meet your functional needs, Benefits are
available only for thg@pment that meets the minimum specifications for your needs.
Benefits are provided for a single unit of DME (example: one insulin pump) and for repairs

of that unit.
Examples of DME include but are not limited to:

Yy Oxygen and the rental of equipment tmiadster oxygen (including tubing,
connectors and masks).

Equipment to assist mobility, such as a standard wheelchair.

A standard Hospitéype beds.

Negative pressure wound therapy pumps (wound vacuums).

Burn garments.

<SS

this section.

Insulin pumps and all related nemgssupplies as described uiabetes Seruices
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Yy External cochlear devices and systems. Surgery to place a cochlear implant is also
covered by the Plan. Cochlear implantation can either be an inpatient or outpatient
procedure. Benefitsrfoochlear implantation are provided under the applicable
medical/surgical Benefit categories in this SPIH&gétal Inpatient Stay
Rehabilitation Sernvi@etpatient TherapgSurgerOutpatieitt this section.

Yy Braces that stabilize an infub®dy part, including necessary adjustments to shoes
to accommodate braces. Braces that stabilize an injured body part and braces to treat
curvature of the spine are considered Durable Medical Equipment and are a Covered
Health Service. Braces that stitaig or change the shape of a body part are orthotic
devices and are excluded from coverage. Dental braces are also excluded from
coverage.

Yy Mechanical equipment necessary for the treatment of chronic or acute respiratory
failure (except that aionditiones, humidifiers, dehumidifiers, air purifiers and
filters, and personal comfort items are excluded from coverage).

Benefits also include speech aid devices and tesdpd@mgeal voice devices required for
treatment of severe speech impediment or lapleef!s directly attributed to Sickness or
Injury. Benefits for the purchase of speech aid devices and-&smbigageal voice devices
are available only after completing a requiredrtimeth rental period.

Benefits under this section do not includedamice, appliance, pump, machine, stimulator,
or monitor that is fully implanted into the body.

Note: DME is different from prosthetic deviceseeProsthetic Dewictigs section.

Benefits for speech aid devices and traebmuhageal voice deviceslianited to the
purchase of one device during the entire period of time a Covered Person is enrolled under
the Plan. Benefits for repair/replacement are limited to once every three years.

Benefits are provided for the repair/replacement of a type dil®idadical Equipment
once every three calendar years.

At UnitedHealthcare's discretion, replacements are covered for damage beyond repair with
normal wear and tear, when repair costs exceed new purchase price, or when a change in the
Covered Person's medli condition occurs sooner than the three year timeframe. Repairs,
including the replacement of essential accessories, such as hoses, tubes, mouth pieces, etc.,
for necessary DME are only covered when required to make the item/device serviceable and
the estimated repair expense does not exceed the cost of purchasing or renting another
item/device. Requests for repairs may be made at any time and are not subject to the three
year timeline for replacement.

Cranial banding will be covered for infants up tadr@hs.

[ Prior Authorization Requirement |
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For NonNetwork Benefits you must obtain prior authorizdtmm the Claims
Administratobefore obtaining any Durable Medical Equipment that exceeds $1,J00 in
cost (either retail purchase cost or cumulativerestiail cost of a single item). If you fail

to obtain prior authorization from the Claims Administrator, as required, Benefitsjwill be
reduced to 50% of Eligible Expenses.

Emergency Health Servie€3utpatient

The Plan's Emergency services Benefit pagatfratient treatment at a Hospital or
Alternate Facility when required to stabilize a patient or initiate treatment.

Benefits under this section include the facility charge, supplies and all professional services
required to stabilize your condition ardhitiate treatment. This includes placement in an
observation bed for the purpose of monitoring your condition (rather than being admitted

to a Hospital for an Inpatient Stay).

Network Benefits will be paid for an Emergency admission teNeheark Hespital as

long as the Claims Administra®notified withiMt8 hourof the admission or on the same
day of admission if reasonably possible after you are admitted-idedwark Hospital.

The Claims Administrator may elect to transfer you to a Ndétespital as soon as it is
medically appropriate to do so. If you continue your stay inNetwark Hospital after

the date your Physician determines that it is medically appropriate to transfer you to a
Network Hospital, Network Benefits will not bevided. NorNetwork Benefits may be
available if the continued stay is determined to be a Covered Health Service. Eligible
Expenses will be determined as described Hhglte ExpenseSection 3ow the Plan
Works

Benefits under this section ardlalste for services to treat a condition that does not meet
the definition of an Emergency.
Gender Dysphoria
Benefits for the treatment of Gender Dysphoria limited to the following services:
Yy Psychotherapy for Gender Dysphoria and associatearli psyciatric
diagnoses are provided as described Metdal Heal8ervicesyour SPD.
Yy Crosssex hormone therapy:

- Crosssex hormone therapy administered by a medical provider (for example during
an office visit) is provided as described upldermaceutiRaductsOutpatieir
your SPD.

Yy Puberty suppressing medication injected or implanted by a medical provider in a
clinical setting.

Yy Laboratory testing to monitor the safety of continuous-seadsormone therapy.

Yy Surgery for the treatment for Gender Dysfa, including the surgeries listed below:
Male to Female:

- Clitoroplasty (creation of clitoris)
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- Labiaplasty (creation of labia)

- Orchiectomy (removal of testicles)

- Penectomy (removal of penis)

- Urethroplasty (reconstruction of female urethra)
- Vaginoplast{creation of vagina)

Female to Male:

- Bilateral mastectomy or breast reduction

- Hysterectomy (removal of uterus)

- Metoidioplasty (creation of penis, using clitoris)
- Penile prosthesis

- Phalloplasty (creation of penis)

- Salpingepophorectomy (removal of fallopiaibes and ovaries)
- Scrotoplasty (creation of scrotum)

- Testicular prosthesis

- Urethroplasty (reconstruction of male urethra)
- Vaginectomy (removal of vagina)

- Vulvectomy (removal of vulva)

Genital Surgery and Bilateral Mastectomy or Breast Reduction Surgery
Documentation Requirements:

The Covered Person must provide documentation of the following for breast surgery:

y A written psychological assessment from at least one qualified behavioral health
provider experienced in treating Gender Dysphoria. The assessstettcument
that the Covered Person meets all of the following criteria:

- Persistent, wetlocumented Gender Dysphoria.

- Capacity to make a fully informed decision and to consent for treatment.

- Must be 18 years or older.

- If significant medical dlental Healthconcerns are present, they must be
reasonably well controlled.

The Covered Person must provide documentation of the following for genital surgery:

Yy A written psychological assessment from at least two qualified behavioral health
providers experiencédtreating Gender Dysphoria, who have independently
assessed the Covered Person. The assessment must document that the Covered
Person meets all of the following criteria.

- Persistent, wetlocumented Gender Dysphoria.

- Capacity to make a fully informed sieai and to consent for treatment.

- Must 18 years or older.

- If significant medical dvlental Healtltoncerns are present, they must be
reasonably well controlled.

- Complete at least 12 months of successful continuetirméutbalife experience in
the desed gender.

- Complete 12 months of continuous cigess hormone therapy appropriate for the
desired gender (unless medically contraindicated).
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Prior Authorization Requirement for Surgical Treatment
You must obtain prior authorization as soon as the gigssibsurgery arises.

In addition, for Non-Network Benefits, you must contact the Claims
Administrator 24 hours before admission for scheduled admissions or as soon g
is reasonably possible for noscheduled admissions (including Emergency
admissions) If you fail to obtain prior authorization as required, Benefits will be
reduced to 50% of Eligible Expenses.

v)

Prior Authorization Requirement for NonSurgical Treatment
Depending upon where the Covered Health Service is provided, any applicable prior

auhorization requirements will be the same as those stated under each Covered Health
Service category in this section.

Home Health Care
Covered Health Services are services that a Home Health Agency provides if you need care
in your home due to the natureyofir condition. Services must be:

Yy Ordered by a Physician.

Provided by or supervised by a registered nurse in your home, or provided by either
a home health aide or licensed practical nurse and supervised by a registered nurse.

y
Yy Not considered Custodial €aas defined in Section Giyssary
y

Provided on a patime, Intermittent Care schedule when Skilled Care is required.
Refer to Section 1&Jossafgr the definition of Skilled Care.

The Claims Administrataiill determine if Skilled Care is needestgwing both the
skilled nature of the service and the need for Phydil@ated medical management. A
service will not be determined to be "skilled" simply because there is not an available
caregiver.

Any combination of Network Benefits and Neatwark Benefits is limited ®0visits per
calendar year. One visit equals four hours of Skilled Care services.

Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior auttatign for nutritional foods

from the Claims Administratdvé business days before receiving services or as s¢on as

is reasonably possible. If you fail to obtain prior authorization as required, Benefjts will be
reduced to 50% of Eligible Expenses.

Hospice Care

Hospice care is an integrated program recommenéddhlygician which provides comfort

and support services for the terminally ill. Hospice care can be provided on an inpatient or
outpatient basis and includes physical, psychological, social, spiritual and respite care for the
terminally ill person, andashterm grief counseling for immediate family members while
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the Covered Person is receiving hospice care. Benefits are available only when hospice care
is received from a licensed hospice agency, which can include a Hospital.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before admission for an Inpatient Stay in a hospice
facility or as soon as is reasonably possible.

-In addition, for Non-Network Benefits, youmust contact the Claims
Administrator within 24 hours of admission for an Inpatient Stay in a hospice
facility. If you fail to obtain prior authorization as required, Benefits will be reducgd to
50% of Eligible Expenses. T

Hospital Inpatient Stay
HospitalBenefits are available for:

Yy Non-Physician services and supplies received during an Inpatient Stay.
Yy Room and board in a Sepnivate Room (a room with two or more beds).

Yy Physician services for radiologists, anesthesiologists, pathologists and Emergency
room Physicians.

The Plan will pay the difference in cost between gp8eaté Room and a private room
only if a private room is necessary according to generally accepted medical practice.

Benefits for an Inpatient Stay in a Hospital are available onlhe/hgratient Stay is
necessary to prevent, diagnose or treat a Sickness or Injury. Benefits for other Hospital
based Physician services are described in this sectidrhysdgan Fees for Surgical and
Medical Services

Benefits for Emergency admissiand admissions of less than 24 hours are described
underEmergency Health Sand&sgerOutpatierffcopic Proced@atpatient Diagnostic
and Therapewi@dTherapeutic Treatm@©ntpatientespectively.

Prior Authorization Requirement

Please remember for Ndletwork Benefits, for:

Yy A scheduled admission, you must obtain prior authorization five business days before
admission.

Yy A nonscheduled admission (including Emergency admissions), you must prdvide
notification as soon as is reasgnpbssible.

In addition, for Non-Network Benefits, you must contact the Claims
Administrator 24 hours before admission for scheduled admissions or as soon ap
is reasonably possible for noscheduled admissions (including Emergency
admissions).If authorization is not obtained as required, or natification is not projded,
Benefits will be reduced to 50% of Eligible Expenses.
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Kidney Resource Services (KRS)

The Plan pays Benefits for Comprehensive Kidney Solution (CKS) that covers both chronic
kidney diseassd End Stage Renal Disease (ESRD) provideesignated Provider
participating in the Kidney Resource Services (KRS) prbgsignated Provider

defined in Section 1@Jossary

In order to receive Benefits under this program, KRS must providepgbenmtification
to the Network provider performing the services. This is true even if yetesé¢tf a
Network provider participating in the program. Notification is required:

Yy~ Prior to vascular access placement for dialysis.

Yy Prior to any ESRD service
You or a covered Dependent may:

Yy Be referred to KRS by the Claims Administrator or Personal Health Support
y Call KRS at-B665617518.

To receive Benefits related to ESRD and chronic kidney disease, you are not required to visit
aDesignated Providdf you receive services from a facility that is Desegnated
Provider the Plan pays Benefits as described under:
Yy Physician's Office Se8iasess and Injury.
Physician Fees for Surgical and Medical Services.
Scopic Proced@atpatient Dragstic and Therapeutic.
Therapeutic Treatm@ntpatient.
Hospital Inpatient Stay.

<SS S

Yy SurgerOutpatient.

To receive Benefits under the KRS program, you must contact KRS prior to obtgining
Covered Health Services. The Plan will only pay BenefitshenB®S program if KRS
provides the proper notification to thesignated Providperforming the services
(even if you selefer to a provider in that Network).

Lab, XRay and Diagnostie©utpatient

Services for Sickness and Inpefated diagnostizposes, received on an outpatient basis
at a Hospital or Alternate Facility include:

y Lab and radiology/Xay.
Yy Mammography.

Benefits under this section include:
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<,

The facility charge and the charge for supplies and equipment.

<,

Physician services for radiodtgyianesthesiologists and pathologists. (Benefits for
other Physician services are described under Physician Fees for Surgical and Medical
Services.)

Yy Presumptive Drug Tests and Definitive Drug Tests.

Any combination of Network Benefits and Néetwork Beefits is limited to 18
Presumptive Drug Tests per calendar year.

Any combination of Network Benefits and Néatwork Benefits is limited to 18 Definitive
Drug Tests per calendar year.

Benefits for other Physician services are described in this sectiéthyside&an Fees for
Surgical and Medical Sémdicesray and diagnostic services for preventive care are
described undétreventive Caevicesthis section. CT scans, PET scans, MRI, MRA,
nuclear medicine and major diagnostic services afeetiesodet.ab, XRay and Major
Diagnostic€T, PET Scans, MRI, MRA and Nuclear M@litiragieint this section.

Prior Authorization Requirement

For Non-Network Benefits for Genetic Testing and sleep studies, you must obtain
prior authorization from the Claims Administrator five business days before
scheduled services are received. If you fail to obtain prior authorization as required,
Benefits will be reduced to 5®5% of Eligible Expenses.

ved. If you
ligible

Lab XRay and Major DiagnostidST, PET Scans, MRI, MRA and Nuclear Medicine
Outpatient

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic
services received on an outpatient basis at a Hospital or Alternate Facility

Benetits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this sectiGthysidem Fiegs
Surgical and Medical Services
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Mental HealtBervices

Mental HealttServices include those received on an inpatient or outpatient basis in a
Hospital and an Alternate Facility or in a provider's office. All services must be provided by
or under the déection of a properly qualified behavioral health provider.

Benefits include the following levels of care:

Yy Inpatient treatment.

Yy Residential Treatment.

Yy Partial Hospitalization/Day Treatment.
Yy Intensive Outpatient Treatment.

Yy~ Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board in a Semi
private Room (a room with two or more beds).

Services include the following:

y Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.
Medication managementd other associated treatments.

Individual, family, and group therapy.

<SS S S

Providerbased case management services.

y Crisis intervention.

TheMental HealthSubstanc&elated and Addictive Disord@dministrator provides
administrative services for all levélsare.

You are encouraged to contactNtemtal HealthSubstancRelated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for:

Yy A scheduled admission for Mntal Health Services (including an admission fo
services at a Residential Treatment facility) you must obtain prior
authorization from the Claims Administrator five business days before
admission.

Yy A non-scheduled admission (including Emergency admissions/ou must
provide notification as soon as is reasonably possible.
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In addition, for Non-Network Benefits you must obtain prior authorization from
the Claims Administrator before the following services are received. Services
requiring prior authorization: Partial Hospitalization/Day Treatment; Intensive
Outpatient Treatment programs; outpatient electreconvulsive treatment;
psychological testing;transcranial magnetic stimulation;extended outpatient
treatment visits, with or without medication management.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.
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Neurobiological Disorderéutism Spectrum Disorder Services
The Plan pays Benefits for behavioral services for Autism Spectrum Disorder including
Intensive Behavior@herapies such as Applied Behavior Analysis (ABA) that are the
following:

Yy Focused on the treatment of core deficits of Autism Spectrum Disorder.

Yy Provided by Board Certified Applied Behavior Analyso(B@®&Ajualified
provider under the appropriatgpervision.

Yy Focused on treating maladaptive/stereotypic behaviors that are posing danger to self,
others and property and impairment in daily functioning.

These Benefits describe only the behavioral component of treatment for Autism Spectrum
Disorder. Mdical treatment of Autism Spectrum Disorder is a Covered Health Service for
which Benefits are available under the applicable medical Covered Health Services categories
as described in this section.

Benefits include the following levels of care:

Yy Inpatienttreatment.
Residential Treatment.
Partial Hospitalization/Day Treatment.

Intensive Outpatient Treatment.

<SS S

Outpatient Treatment.
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Inpatient treatment and Residential Treatment includes room and board in a Semi
private Room (a room with two or more beds).

Sevices include the following:

y

<SS

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and group therapy.

Crisis intervention.

Providerbased case ma@eaent services.

TheMental HealthSubstanc®elated and Addictive Disord@dministrator provides
administrative services for all levels of care.

You are encouraged to contactNtemtal HealthSubstancRelated and Addictive
DisordersAdministrator foreferrals to providers and coordination of care.
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Prior Authorization Requirement

For Non-Network Benefits for:

Yy A scheduled admission for Neurobiological Disorder§ Autism Spectrum
Disorder Services (including an admission for services at a Residential
Treatment facility), you must obtain authorization from the Claims
Administrator five business days before admission.

Yy A non-scheduled admission (including Emergency admissions) you must
provide notification as soon as is reasonably possible.

In addition, for Non-Network Benefits you must obtain prior authorization from
the Claims Administrator before the following services are received. Services
requiring prior authorization: Partial Hospitalization/Day Treatment; Intensive
Outpatient Treatment programs; psybological testing; extended outpatient
treatment visits, with or without medication management; Intensive Behavioral
Therapy, including Applied Behavior Analysis (ABA)

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

the
uiring
ing;
d 45
iqral

Nutritional Counseling

The Plan will pay for Covered Health Services for medical education services provided in a
Physician's office by an appropriately licensed or healthcare professional when:

Yy Education is required for a diseasehith patient sefhanagement is an important
component of treatment.
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Yy There exists a knowledge deficit regarding the disease which requires the
intervention of a trained health professional.

Some examples of such medical conditions include, but arétedtdm

Yy Coronary artery disease.

Yy Congestive heart failure.

Yy Severe obstructive airway disease.

Yy Gout (a form of arthritis).

Yy Renal failure.

Yy Phenylketonuria (a genetic disorder diagnosed at infancy).
Yy Hyperlipidemia (excess of fatty substances in the blood).

When nutritional counseling services are billed as a preventive care service, these services
will be paid as described under Preventive Care Services in this section.

Ostomy Supplies
Benefits for ostomy supplies are limited to:

Yy Pouches, face plates andsbelt
y Irrigation sleeves, bags and ostomy irrigation catheters.
Yy Skin barriers.

Benefits are not available for deodorants, filters, lubricants, tape, appliance cleaners,
adhesive, adhesive remover, or other items not listed above.

Pharmaceutical Product®upatient

The Plan pays for Pharmaceutical Products that are administered on an outpatient basis in a
Hospital, Alternate Facility, Physician's office, or in a Covered Person's home. Examples of
what would be included under this category are antibiotiongeéc the Physician's office

or inhaled medication in an Urgent Care Center for treatment of an asthma attack.

Benefits under this section are provided only for Pharmaceutical Products which, due to
their characteristics (as determined by UnitedHeajthoast typically be administered or
directly supervised by a qualified provider or licensed/certified health professional.
Depending on where the Pharmaceutical Product is administered, Benefits will be provided
for administration of the Pharmaceutiralduct under the corresponding Benefit category

in this SPD.

If you require certain Pharmaceutical Prodincisiding specialty Pharmaceutical Products,
UnitedHealthcammay direct you to a designated dispensing entity with whom
UnitedHealthcareas anmangement to provide those Pharmaceutical Products. Such
Dispensing Entities may include an outpatient pharmacy, specialty pharmacy, Home Health
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Agency provider, Hospiaffiliated pharmacy or hemophilia treatment center contracted
pharmacy.

If you/your provider are directed to a designated dispensing entity and you/your provider
choose not to obtain your Pharmaceutical Product from a designated dispensing entity,
NetworkBenefits are not available for that Pharmaceutical Product.

Certain PharmaceuticabBucts are subject to step therapy requirements. This means that
in order to receive Benefits for such Pharmaceutical Products, you must use a different
Pharmaceutical Product and/or prescription drug product first. You may find out whether a
particular Rarmaceutical Product is subject to step therapy requirements by contacting
UnitedHealthcare at www.myuhc.com or by calling the telephone number on your ID card.

UnitedHealthcammay have certain programs in which you may receive an enhanced or
reduced Begfit based on your actions such as adherence/compliance to medication or
treatment regimens and/or participation in health management programs. You may access
information on these programs through the Interrnetvat.myuhc.comor by calling the

number on gur ID card.

Physician Fees for Surgical and Medical Services

The Plan pays Physician fees for surgical procedures and other medical care received from a
Physician in a Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility, Alternate
Facilty or for Physician house calls.

Physician's Office ServiceSickness and Injury

Benefits are paid by the Plan for Covered Health Services provided in a Physician's office for
the diagnosis and treatment of a Sickness or Injury. Benefits are proeidédsuseLtion
regardless of whether the Physician's office is freestanding, located in a clinic or located in a
Hospital. Benefits under this section include allergy injections and hearing exams in case of
Injury or Sickness.

Covered Health Services unidd medical education services that are provided in a
Physician's office by appropriately licensed or registered healthcare professionals when both
of the following are true:

Yy Education is required for a disease in which patienta®dfgement is an impaort
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the
intervention of a trained health professional.

Covered Health Services include genetic counseling. Benefits are available for Genetic
Testing which is datmined to be Medically Necessary following genetic counseling when
ordered by the Physician and authorized in advance by UnitedHealthcare.

Benefits for preventive services are describedRredemtive Care Santltsssection.

When a test is perfoed or a sample is drawn in the Physician's office and then sent outside
the Physician's office for analysis or testing, Benefits for lab, radioygyaxd other
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diagnostic services that are performed outside the Physician's office are désdyibed in
Ray and Diagnosthgpatient

b0%

Please Note
Your Physician does not have a copy of your SPD, and is not responsible for knpwing or
communicating your Benefits.

Pregnancy Maternity Services

Benefits folPregnancy will be paid at the same level as Benefits for any other condition,
Sickness or Injury. This includes all matereliyed medical services for prenatal care,
postnatal care, delivery, and any related complications.

The Plan will pay Benefitg fan Inpatient Stay of at least:

Yy 48 hours for the mother and newborn child following a vaginal delivery.
Yy 96 hours for the mother and newborn child following a cesarean section delivery.

These are federally mandated requirements untevtherns' and MothHealth Protection
Act of 199&hich apply to this Plan. The Hospital or other provider is not required to get
authorization for the time periods stated above. Authorizations are required for longer
lengths of stay. If the mother agrees, the atteRHirgician may discharge the mother
and/or the newborn child earlier than these minimum timeframes.

Both before and during a Pregnancy, Benefits include the services of a genetic counselor
when provided or referred by a Physician. These Benefits arke avalbBovered

Persons in the immediate family. Covered Health Services include related tests and
treatment.

Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorization from the Claims
Administrator as soon as reasonpbsgible if the Inpatient Stay for the mother andjor
the newborn will be more than 48 hours for the mother and newborn child followjng a
normal vaginal delivery, or more than 96 hours for the mother and newborn chilg
following a cesarean section deliveypu fail to obtain prior authorization as requirgd,
Benefits will be reduced to 50% of Eligible Expenses.

It is important that you notify the Claims Administrator regarding your Pregnancy. Your
notification will open the opportunity to become enrgll@denatal programs that are
designed to achieve the best outcomes for you and your baby.
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Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancy. Particigation is
voluntary and free of charge. See Sect@imi&l Programs and Restaurdesails.

Preventive Care Services

The Plan pays Benefits for Preventive care services provided on an outpatient basis at a
Physician's office, an Alternate Facility or a Hospital. Preventive care services encompass
medical g@ices that have been demonstrated by clinical evidence to be safe and effective in
either the early detection of disease or in the prevention of disease, have been proven to
have a beneficial effect on health outcomes and include the following asuretprired
applicable law:

Yy Evidencebased items or services that have in effect a rating of "A" or "B" in the
current recommendations of theited States Preventive Services. Task Force

Yy Immunizations that have in effect a recommendation from the Advisoryt@emm
on Immunization Practices of the Centers for Disease Control and Prevention.

Yy With respect to infants, children and adolescents, evidfemoed preventive care
and screenings provided for in the comprehensive guidelines supportéetbaltthe
Reagrces and Services Administration

Yy With respect to women, such additional preventive care and screenings as provided
for in comprehensive guidelines supported byiehéth Resources and Services
Administration

Preventive care Benefits defined under#ath Resources and Services Administration (HRSA)
requirement include the cost of renting one breast pump per Pregnancy in conjunction with
childbirth. Breast pumps must be ordered by or provided by a Physician. You can obtain
additional information on koto access Benefits for breast pumps by going to
www.myuhc.comor by calling the number on your ID card. Benefits for breast pumps also
include the cost of purchasing one breast pump per Pregnancy in conjunction with

childbirth. These Benefits are diéset under Section Blan HighlightsiderCovered Health
Services

If more than one breast pump can meet your needs, Benefits are available only for the most
cost effective pump. UnitedHealthcare will determine the following:

Yy Which pump is the most catective.

Yy Whether the pump should be purchased or rented.

Yy~ Duration of a rental.

y' Timing of an acquisition.
Benefits are only available if breast pumps are obtained from a DME provider or Physician.

For questions about your preventive care Benefits higlBtan call the number dwe

back-efyour ID card.
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Prosthetic Devices

Benefits are paid by the Plan for external prosthetic devices that replace a limb or body part
limited to:

Yy Artificial arms, legs, feet and hands.
y Artificial face, eyes, ears and noses

Yy Breast prosthesis as required by\tbmen's Health and Cancer Rights Act of 1998
Benefits include mastectomy bras and lymphedema stockings for the arm.

Benefits under this section are provided only for external prosthetic devices and do not
include angevice that is fully implanted into the body.

If more than one prosthetic device can meet your functional needs, Benefits are available
only for the prosthetic device that meets the minimum specifications for your needs. The
device must be ordered or gd®d either by a Physician, or under a Physician's direction. If
you purchase a prosthetic device that exceeds these minimum specifications, the Plan will
pay only the amount that it would have paid for the prosthetic that meets the minimum
specificationgnd you may be responsible for paying any difference in cost.

Benefits are available for repairs and replacement, except that:

Yy There are no Benefits for repairs due to misuse, malicious damage or gross neglect.

Yy There are no Benefits for replacement du@gose, malicious damage, gross
neglect or for lost or stolen prosthetic devices.

Benefits are limited to a single purchase of each type of prosthetic device every three
calendar yearEhis requirement can be waived if the reason for the replacencbahigea
in the patient's physical.

Note: Prosthetic devices are different from DIMEeDurable Medical Equipment (DME)
this section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administator before obtaining prosthetic devices that exceeds $1,000 in cost pef device.
If prior authorization is not obtained as required, Benefits will be reduced to 5094 of
Eligible Expenses.

Reconstructive Procedures

Reconstructive Procedures are servicesmped when the primary purpose of the

procedure is either to treat a medical condition or to improve or restore physiologic function
for an organ or body part. Reconstructive Procedures include surgery or other procedures
which are associated with an j®ickness or Congenital Anomaly. The primary result of

the procedure is not a changed or improved physical appearance.

61 SECTIONS - ADDITIONACOVERAGEETAILS



CLERMONEOUNTWEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

Improving or restoring physiologic function means that the organ or body part is made to
work better. An example of a Reconstructived®iure is surgery on the inside of the nose
so that a person's breathing can be improved or restored.

Benefits for Reconstructive Procedures include breast reconstruction following a
mastectomy and reconstruction of the-affected breast to achieve syt

Replacement of an existing breast implant is covered by the Plan if the initial breast implant
followed a mastectomy. Other services required yamen's Health and Cancer Rights Act of
1998 including breast prostheses and treatment of coropkcatie provided in the same
manner and at the same level as those for any other Covered Health Service. You can
contact UnitedHealthcare at the number on your ID card for more information about
Benefits for mastectornglated services.

Breast ReductioruBery is a covered health service with documentation of the following
functional impairments:

Yy~ Shoulder grooving or excoriation resulting from the brassiere shoulder straps, due to
the weight of the breasts

y' Documentation from medical records of medaraices related to complaints of
the shoulder, neck or back pain attributable to macromastia.

Yy Determined not to be cosmetic by Care Coordination.

Note: Breast Reduction Surgery is not a covered health service when performed to improve
appearance or for tipeirpose of improving athletic performance.

Breast Reduction Surgery is covered when a reconstruction has been performed on the other
breast (as part of the federal mandate).

There may be times when the primary purpose of a procedure is to make &wody par
better. However, in other situations, the purpose of the same procedure is to improve the
appearance of a body part. Cosmetic procedures are excluded from coverage. Procedures
that correct an anatomical Congenital Anomaly without improving dngeghysiologic

function are considered Cosmetic Procedures. A good example is upper eyelid surgery. At
times, this procedure will be done to improve vision, which is considered a Reconstructive
Procedures. In other cases, improvement in appearang@irsang intended purpose,

which is considered a Cosmetic Procedure. This Plan does not provide Benefits for
Cosmetic Procedures, as defined in SectiGidssary

The fact that a Covered Person may suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery
(or other procedures done to relieve such consequences or behavior) as a Reconstructive
Procedures.

Prior Authorization Requirement
For Non-Network Benefits for:
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y A scheduled Reconstructive Procedure, you must obtain prior authorization ffom the
Claims Administrator five business days before a scheduled Reconstructive Procedure
is performed.

Yy A nonscheduled Reconstructive Procedure, you must provide notificatioongthi
business day or as soon as is reasonably possible.

In addition, for Non-Network Benefits, you must contact the Claims
Administrator 24 hours before admission for scheduled admissions or as soon ap
is reasonably possible for noscheduled admissionsificluding Emergency
admissions).If authorization is not obtained from the Claims Administrator as reduired,
or naotification is not provided, Benefits will be reduced to 50% of Eligible Expendes.

Rehabilitation Service©utpatient Therapy and Manipuéaiiveatment
The Plan provides shdagrm outpatient rehabilitation services (including habilitative
services) limited to
Yy Physical therapy.
Occupational therapy.
Manipulative Treatment.
Speech therapy.
Postcochlear implant aural therapy.

Cognitive rehalitation therapy following a peshumatic brain Injury aerebral
vaseular-aceidatitoke.

Pulmonary rehabilitation.

NS SSS

Yy Cardiac rehabilitation.

For all rehabilitation services, a licensed therapy provider, under the direction of a Physician
(when requireby state law), must perform the services. Benefits under this section include
rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital
or Alternate Facility. Rehabilitative services provided in a Covered Persohisdom

Home Health Agency are provided as describedldoder Health C&ehabilitative

services provided in a Covered Person's home other than by a Home Health Agency are
provided as described under this section.

Benefits can be denied or shortene€forered Persons who are not progressing in goal
directed rehabilitation services or if rehabilitation goals have previously been met. Benefits
under this section are not available for maintenance/preventive treatment.

The Plan will pay Benefits for cotyeitrehabilitation therapy only when Medically
Necessary following a péistumatic brain Injury @erebralvaseularaceidbruke.
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Habilitative Services

For the purpose of this Benefit, "habilitative services" means Medically Necessary skilled
health cee services that help a person keep, learn or improve skills and functioning for daily
living. Habilitative services are skilled when all of the following are true:

Yy The services are part of a prescribed plan of treatment or maintenance program that
is Medcally Necessary to maintain a Covered Person's current condition or to
prevent or slow further decline.

It is ordered by a Physician and provided and administered by a licensed provider.

It is not delivered for the purpose of assisting with activitiedyfivding, including
dressing, feeding, bathing or transferring from a bed to a chair.

It requires clinical training in order to be delivered safely and effectively.

<SS

It is not Custodial Care.

The Claims Administrator will determine if Benefits aretdwddlareviewing both the
skilled nature of the service and the need for Phydii@ared medical management.
Therapies provided for the purpose of generabeial) or conditioning in the absence of a
disabling condition are not considered habilitsgiwéces. A service will not be determined
to be "skilled" simply because there is not an available caregiver.

Benefits are provided for habilitative services provided for Covered Persons with a disabling
condition when both of the following conditiores @uet:

Yy The treatment is administered by a licensed dpegciage pathologist, licensed
audiologist, licensed occupational therapist, licensed physical therapist or Physician.

Yy The initial or continued treatment must be proven and not Experimental or
Invegigational.

Benefits for habilitative services do not apply to those services that are solely educational in
nature or otherwise paid under state or federal law for purely educational services. Custodial
Care, respite care, day care, therapeutic regreat@mtional training and Residential

Treatment are not habilitative services. A service that does not help the Covered Person to
meet functional goals in a treatment plan within a prescribed time frame is not a habilitative
service.

The Plan may requiteat a treatment plan be provided, request medical records, clinical

notes, or other necessary data to allow the Plan to substantiate that initial or continued
medical treatment is needed. When the treating provider anticipates that continued treatment
is a will be required to permit the Covered Person to achieve demonstrable progress, the
Plan may request a treatment plan consisting of diagnosis, proposed treatment by type,
frequency, anticipated duration of treatment, the anticipated goals of treadinhemt, a

frequently the treatment plan will be updated.

Benefits for Durable Medical Equipment and prosthetic devices, when used as a component
of habilitative services, are described iba@ble Medical Equipameiftrosthetic Devices
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Benefits are limad to:

Yy 60visits per calendar year for physical therapy.

60visits per calendar year for occupational therapy.

60visits per calendar year for speech therapy.

20visits per calendar year for pulmonary rehabilitation therapy.
36visits per calendar year ¢ardiac rehabilitation therapy.

60visits per calendar year for cognitive rehabilitation therapy.

<SS

12visits per calendar year for Manipulative Treatment.
Yy~ 30visits per calendar year for pasthlear implant aural therapy.

These visit limits apply to Mairk Benefits and NeNetwork Benefits combined.

Scopic ProcedureQutpatient Diagnostic and Therapeutic
The Plan pays for diagnostic and therapeutic scopic procedures and related services received
on an outpatient basis at a Hospital or Alternatetyacili

Diagnostic scopic procedures are those for visualization, biopsy and polyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
diagnostic endoscopy.

Benefits under this section include:

Yy The facility charge and ttiearge for supplies and equipment.
Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this secti®hysidiem Fees for
Surgical and Medical Services

Please note that Bengfitnder this section do not include surgical scopic procedures, which
are for the purpose of performing surgery. Benefits for surgical scopic procedures are
described und&urgerOutpatienExamples of surgical scopic procedures include
arthroscopyaparoscopy, bronchoscopy, hysteroscopy.

When these services are performed for preventive screening purposes, Benefits are described
in this section undé&reventive Care Services
Skilled Nursing Facility/Inpatient Rehabilitation Facility Services
Facilityservices for an Inpatient Stay in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility are covered by the Plan. Benefits include:

Yy Supplies and ngRhysician services received during the Inpatient Stay.

Yy Room and board in a Sepnivate Room (apbm with two or more beds).
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Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits are available when skilled nursing and/or Inpatient Rehabilitation Facility services
are needed on a daily basis. Benefits are also availShkited Bursing Facility or

Inpatient Rehabilitation Facility for treatment of a Sickness or Injury that would have
otherwise required an Inpatient Stay in a Hospital.

Benefits for other Physician services are described in this secti®thysidem &déer
Surgical and Medical Services

UnitedHealthcare will determine if Benefits are available by reviewing both the skilled nature
of the service and the need for Physidigtted medical management. A service will not be
determined to be "skilled" silpjpecause there is not an available caregiver.

Benefits are available only if both of the following are true:
Yy The initial confinement in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility was or will be a Cost Effective alternative to atielmp@tay in a Hospital.
Yy You will receive skilled care services that are not primarily Custodial Care.

Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation services when all of
the following are true:

y It must be delivered or supised by licensed technical or professional medical
personnel in order to obtain the specified medical outcome, and provide for the
safety of the patient.

y ltis ordered by a Physician.

Yy ltis not delivered for the purpose of assisting with activitie$ydivilag, including
dressing, feeding, bathing or transferring from a bed to a chair.

y It requires clinical training in order to be delivered safely and effectively.
You are expected to improve to a predictable level of recovery. Benefits can be denied or

shortened for Covered Persons who are not progressingdirggal rehabilitation
services or if discharge rehabilitation goals have previously been met.

Note: The Plan does not pay Benefits for Custodial Care or Domiciliary Care, even if
ordered by hysician, as defined in SectiorGldssary

Any combination of Network Benefits and Ndéetwork Benefits is limited i?0days per
calendar year.

Prior Authorization Requirement

Please remember for Ndletwork Benefits for:

Yy A scheduled admission, youstnobtain prior authorization five business days bffore
admission.
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provide natification as soon as is reasonably possible.

In addition, for Non-Network Benefits, you must contat the Claims
Administrator 24 hours before admission for scheduled admissions or as soon g
is reasonably possible for noscheduled admissions (including Emergency
admissions).If authorization is not obtained as required, or notification is not pro

y A nonscheduled admission (or admissions resulting from an Emergency) yo§i must

v)

ided

Benefits will be reduced to 50% of Eligible Expenses.

Spine and Joint Surgeries

Benefits for spine and joint surgeries which are ordered by a Physician. Spine and joint

surgical procedures include the following:

>

Spine fusion surgery.

A Spine disc surgery.

A Total knee replacement.

A Total hip replacement.

SubstanceRelated and Addictive Disord8esvices

SubstancRelated and Addictive Disord8esvices include those received on an inpatient
or outpatient basis in a Hospital, an Alternate Facility, oramidapis office. All services
must be provided by or under the direction of a properly qualified behavioral health

provider.
Benefits include the following levels of care:

Yy Inpatient treatment.

Yy Residential Treatment.

Yy Partial Hospitalization/Day Treatment.
Yy Intensive Outpatient Treatment.

Yy Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board in a Semi

private Room (a room with two or more beds).

Services include the following:

Yy Diagnostic evaluations, assessment and érggtfanning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and group therapy.

Crisis intervention.

<SS
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Yy Providefbased case management services.

TheMental HealthSubstanc&elated and Addictive Disorsi@dministrator provides
administrative services for all levels of care.

You are encouraged to contactNtemtal HealthSubstancRelated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for:

y A scheduled admission for SubstaneRelated and Addictive Disorders
Services (including an admission for services at a Residential Treatment
facility), you must obtain authorization from the Claims Administrator five
business days before admission.

Yy A non-scheduled admission (including Emergency admissions) you must
provide notification as soon as is reasonably possible.

In addition, for Non-Network Benefits you must obtain prior authorization from
the Claims Administraor before the following services are received. Services
requiring prior authorization: Partial Hospitalization/Day Treatment; Intensive
Outpatient Treatment programs; psychological testing; extended outpatient
treatment visits, with or without medication nanagement.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

ide

the
the
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Surgery Outpatient

The Plan pays for surgery and related services received on an outpatient basis at a Hospital
or Alternate Facility.

Benefits under this section include certain scopic procedures. Examples of surgical scopic
procedures includathroscopy, laparoscopy, bronchoscopy and hysteroscopy.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists. Benefits for
other Physian services are described in this section Bhygsician Fees for Surgical
and Medical Setrvices

Prior Authorization Requirement

For Non-Network Benefits fosleep apnea surgetidspharoplasty,
uvulopalatopharyngoplasty, vein proceduresaamdearmplantyou must obtain prior
authorization from the Claims Administrator five business days before scheduled services
are received or, for n@cheduled services, within one business day or as soon agis
reasonably possible. If you fail to obtain prithragization as required, Benefits will

reduced to 50% of Eligible Expenses.

Therapeutic Treatment®utpatient

The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility including dialysis(bemodialysis and peritoneal dialysis),
intravenous chemotherapy or other intravenous infusion therapy and radiation oncology.

Covered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternailify by appropriately licensed or registered
healthcare professionals when:

Yy Education is required for a disease in which patientagigement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which tregjuire
intervention of a trained health professional.

Benefits under this section include:

Yy The facility charge and the charge for related supplies and equipment.

Yy Physician services for anesthesiologists, pathologists and radiologists. Benefits for
other Phgician services are described in this sectionRimgician Fees for Surgical
and Medical Services

| Prior Authorization Requirement |
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For NonNetwork Benefits for the following outpatient therapeutic services you must
obtain prior authorization from théa@®ns Administrator five business days before
scheduled services are received or, fesctoeduled services, within one business day or
as soon as is reasonably possible. Services that require prior authorization: dialysis, IV
infusion, radiation oncolagptensity modulated radiation therapy anegiiged
focused ultrasound. If you fail to obtain prior authorization from the Claims
Administrator, as required, Benefits will be reduced to 50% of Eligible Expenses

Transplantation Services

Organ and tissueansplantincluding CART cell therapy for malignanordsen ordered

by a Physician. Benefits are available for transplants when the transplant meets the definition
of a Covered Health Service, and is not an Experimental or Investigational or Unproven
Sevice.

Examples of transplants for which Benefits are available include bonembrdavg
CART cell therapy for malignanciesart, heart/lung, lung, kidney, kidney/pancreas, liver,
liver/small bowel, pancreas, small bowel and cornea.

Benefits are ailable to the donor and the recipient when the recipient is covered under this
Plan. Donor costs that are directly related to organ removal or procurement are Covered
Health Services for which Benefits are payable through the organ recipient's cdeerage un
the Plan.

The Claims Administrator has specific guidelines regarding Benefits for transplant services.
Contact the Claims Administrator at the number on your ID card for information about
these guidelines.

Transplantation services including evalutidransplant, organ procurement and donor
searches and transplantation procedures must be receDedighated Provider

Benefits are also available for cornea transplants. You are not required to obtain prior
authorization from the Claims Adminisirdor a cornea transplant nor is the cornea
transplant required to be performed Reaignated Provider

Note: The services described untievel and LodgiregCovered Health Services only in
connection with transplant services receiveDegigrated Provider

Prior Authorization Requirement

For Network Benefits yaaust obtain prior authorization from the Claims
Administrator as soon as the possibility of a transplant arises (and before the-tinje a pre
transplantation evaluation is performealtensplant center). If you don't obtain prigr
authorization and if, as a result, the services are not peffgidesignated Provide
Network Benefits will not be paid.

[ Support in the event of serious illness |
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If you or a covered family member hascer or needs an organ or bone marrow
transplant, UnitedHealthcare can put you in touch with quality treatment centersjaround
the country.

Urgent Care Center Services

The Plan provides Benefits for services, including professional services, reteived at a
Urgent Care Center, as defined in Sectidalddsarywhen Urgent Care services are
provided in a Physician's office, the Plan pays Benefits as descriliedysizien's Office
ServiceSickness and Injury

Virtual Visits

Virtual visits for CoveredHealth Services that include the diagnosis and treatment of
low acuity medical conditions for Covered Persons, through live audio with video
technology or audio only. Virtual visits provide communication of medical
information in real-time between the paent and a distant Physician or health care
specialist, through use of interactive audio with video communications or audio only
equipment outside of a medical facility (for example, from home or from work).

Benefits are available only when services arelidered through a Designated Virtual
Network Provider. You can find a Designated Virtual Network Provider by going to
www.myuhc.comor by calling the telephone number on your ID card.

Please Note Not all medical conditions can be appropriately treated tlough virtual
visits. The Designated Virtual Network Provider will identify any condition for which
treatment by in-person Physician contact is necessary.

Benefits under this section do not include email, fax and standard telephone calls, or
for telehealth/telemedicine visits that occur within medical facilities CMSdefined
originating facilities).

home or

ated Virtual
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Vision Examinations

The Plan pays Benefits for one routine vision exam, including refraction, to detect visio
impairment by a provider in the provider's office every calendar year.

Benefits for eye examinations required for the diagnosis and treatment of a Sickness or
Injury are provided undBhysician's Office SeBideasess and Injury

Lenses Post Catat&urgery Benefits for only the initial pair of eyeglasses or contact
lenses after cataract surgery are covered.

Wigs

The Plan pays Benefits for wigs and other scalp hair prosthesis regardless of the reason of
hair loss.

Any combination of Network Beiitsfand NoANetwork Benefits is limited to $500 per 36
months
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SECTION-TCLINICAPROGRAMS AND RESOER

What this section includes:
Health and webeing resources available to you, including:
Yy Consumer Solutions and Sdirvice Tools.

Yy Disease anddddition Management Services.

Yy Wellness Programs.

Clermont County believes in giving you tools to help you be an educated health care
consumer. To that end, Clermont County has made available several convenient educational
and support services, accessiplghone and the Internet, which can help you to:

Yy Take care of yourself and your family members.

Yy Manage a chronic health condition.

Yy Navigate the complexities of the health care system.

NOTE:

Information obtained through the services identified in thisrsexbased on current
medical literature and on Physician review. It is not intended to replace the advide of a
doctor. The information is intended to help you make more informed health care
decisions and take a greater responsibility for your own Ue#ttdHealthcare and
Clermont Countgre not responsible for the results of your decisions from the usq of the
information, including, but not limited to, your choosing to seek or not to seek
professional medical care, your choosing of which provatsk@rofessional medicd
care from or your choosing or not choosing specific treatment.

Consumer Solutions and S&#rvice Tools

Health Survey

You are invited to learn more about health and wellnvessvanyuhc.comand are
encouraged to participatelie bnline health survey. The health survey is an interactive
questionnaire designed to help you identify your healthy habits as well as potential health
risks.

Your health survey is kept confidential. Completing the survey will not impact your Benefits
or eligibility for Benefits in any way.

To find the health survey, log intaw.myuhc.com After logging in, access your
personalizeHlealth & Wellngsage.
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NurseLiné'givesyou-anotherway-to-access-health-information—By-calling the same

Aumbervou-canlistento-oneof the Health-Information-Libran/s-ove 00-recorded

5 hat-with-aregistered
io -t 4 a day, seven

Reminder Programs

To help you stay healthy, UnitedHealthcare may send you and your covered Dependents
reminders to schedule recommezhscreening exams. Examples of reminders include:

y° Mammograms for women between the ages of 40 and 68.

Pediatric and adolescent immunizations.

Cervical cancer screenings for women between the ages of 20 and 64.
Comprehensive screenings for individualsdiégtietes.

<SS S

Influenza/pneumonia immunizations for enrollees age 65 and older.
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There is no need to enroll in this program. You will receive a reminder automatically if you
have not had a recommended screening exam.

Decision Support

In order to help you makeformed decisions about your health care, UnitedHealthcare has
a program called Decision Support. This program targets specific conditions as well as the
treatments and procedures for those conditions.

This program offers:

Yy Access health care information.

Yy Support by a nurse to help you make more informed decisions in your treatment and
care.

Yy Expectations of treatment.

Yy Information on providers and programs.
Conditions for which this program is available include:

Yy Back pain.

Knee & hip replacement.
Prostate diease.

Prostate cancer.

Benign uterine conditions.

Breast cancer.

<SS

Yy Coronary disease.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the ppbgasen,
contact the number ahe-back-ofour ID card.

UnitedHealth Premium® Program

To help people make more informed choices about their health care, the UnitedHealth
Premiurff program recognizes Network Physicians who meet standards for quality and cost
efficiency. UnitedHealthcare uses evideased medicine and national industry guidelines

to evaluate quality. The cost efficiency standards rely on local market benchmarks for the
efficient use of resources in providing care.

For details on the UnitedHegaPremiurfi program including how to locate a UnitedHealth
Premium Physician, log ontevw.myuhc.comor call the number on your ID card.
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www.myuhc.com

UnitedHealthcare's member websgitew.myuhc.com, provides information at your
fingertips anywhere anayéime you have access to the Intemgtv.myuhc.comopens
the door to a wealth of health information andsselfice tools.

With www.myuhc.comyou can:
Yy Research a health condition and treatment options to get ready for a discussion with
your Physicia

Search for Network providers available in your Plan through the online provider
directory.

Access all of the content and wellness topics from NurkLine

about healthyféstyle techniques and access health improvement resources.

Use the treatment cost estimator to obtain an estimate of the costs of various

y
y
Yy Complete a health survey to help you identify health habits you may improve, learn
y
procedures in your area.

y

Use the Hospital comparison tool to compare Hospitals in your area on various
patient safgtand quality measures.

Registering on www.myuhc.com

If you have not already registeredvarw.myuhc.com, simply go tevww.myuhc.com
and click on "Register Now." Have your ID card handy. The enrollment process s quick
and easy.

Visitwww.myuhc.comand:

Yy Make realime inquiries into the status and history of your claims.
Yy View eligibility and Plan Benefit information, includiimgual Deductibles.
Yy View and print all of your Explanation of Benefits (EOBs) online.

Yy Order a new or replacement ID cargbont a temporary ID card.

Want to learn more about a condition or treatment?
Log on towww.myuhc.comand research health topics that are of interest to you. L earn

about a specific condition, what the symptoms are, how it is diagnosed, how corpmon it
is, and what to ask your Physician.

Disease and Condition Management Services

Disease Management Services

If you have been diagnosed with certain chronic medical conditions you may be
eligible to participate in a disease management program at no additionadst to you.
The fheart failure, coronary artery disease, diabetes, asthiawad Chronic Obstructive
Pulmonary Disease (COPD) programs are designed to support you. This means that
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you will receive free educational informatiotrreugh-the-mail, and may even be
called by a registered nurse who is a specialist in your specific medical condition.
This nurse will be a resource to advise and help you manage your condition.

These programs offer:

Yy Educational materialsmailed-to-yeur-homethat provide guidance on manaing
your specific chronic medical condition. This may include information on

symptoms, warning signs, sefmanagement techniques, recommended exams
and medications.

Yy Access to educational and selhanagement resources on a consumer website.

Yy An opportunity for the disease management nurse to work with your Physician to
ensure that you are receiving the appropriate care.

Yy Access to and on@n-one support from a registered nurse who specializes in your
condition. Examples of support topics include:

- Education about the specific disease and condition.

- Medication management and compliance.

- Reinforcement of online behavior modification program goals.
- Preparation and support for upcoming Physician visits.

- Review of psychosocial services and community resources.

- Cargiver status and inhome safety.

- Use of maitorder pharmacy and Network providers.

Participation is completely voluntary and without extra charge. If you think you may
be eligible to participate or would like additional information regarding the program,
please contact the number othe-back-ofyour ID card.
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Physician to

in your

HealtheNotes™

UnitedHealthcare provides a service called Health&hbtealtheNote¥ provides you

and your Physician with information regarding preventive care, testing or medications,
potential interactions with medications you have been prescribed, and certamdréat
addition, your HealtheNot¥seport may include health tips and other wellness
information.

UnitedHealthcare provides this information through a software program that provides
retrospective, claiab@sed identification of medical care. Throligptocess patients are
identified who may benefit from this information using the established standards of evidence
based medicine as described in Secti@ldssannder the definition of Covered Health
Services.

If your Physician identifies any cenms after reviewing his or her HealtheNWteport,

he or she may contact you if he or she believes it to be appropriate. In addition, you may use
the information in your report to engage your Physician in discussions regarding your health
and the infamation UnitedHealthcare provides. Any decisions regarding your care, though,
are always between you and your Physician.

If you have questions or would like additional information about this service, please call the
number orthe-back-efour ID card.

Compéx Medical Conditions Programs and Services

Cancer Resource Services (CRS) Program

Your Plan offers Cancer Resource Services (CRS) program to provide you with
access to information and member assistance through a team of specialized cancer
nurseconsultans and access to one of the nationds | eading cancer

To learn more aboutCRS visit www.myoptumhealthcomplexmedical.com or call the
number on the back of your ID card or call the program directly at8669366002.
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Coverage for oncology servicend oncology-related services are based on your

health planés terms, exclusions, | imitations and conditi on:
eligibility requirements and coverage guidelines. Participation in this program is
voluntary.

Your Plan Sponsor is providing gu with Travel and Lodging assistance. Refer to the
Travel and Lodging Assistance Prograin

Congenital Heart Disease (CHD) Resource Services

UnitedHealthcare provides a program that identifies and supports a Covered Person
who has Congenital Heart DiseaseGHD) through all stages of treatment and
recovery. This program will work with you and your Physicians, as appropriate, to
offer support and education on CHD. Program features include clinical management
by specialized CHD Nurses, support from specialize&ocial Workers, assistance
with choosing Physicians and Facilities, and access to Designated Providers.

To learn more about CHD Resource Services program, visit
www.myoptumhealthcomplexmedical.com or call UnitedHealthcare at the number
on your ID card or you can call the CHD Resource Services Nurse Team at 8886
7246.

Coverage for CHD surgeries and related services are based
terms, exclusions, | imitations and conditions, including tI
requirements and coverage gdelines. Participation in this program is voluntary. If

you are considering any CHD surgeries you must contact CHD Resource Services

prior to surgery to enroll in the program in order for the surgery to be a considered a

Covered Health Service under the Bh.

Your Plan Sponsor is providing you with Travel and Lodging assistance. Refer to the
Travel and Lodging Assistance Program.

Comprehensive Kidney Solution (CKS) program

For Participants diagnosed with Kidney Disease, your Plan offers the Comprehensive
Kidney Solution (CKS) program to help you manage the effects of advanced Chronic
Kidney Disease (CKD) through Endstage Renal Disease (ESRD).

Should the disease progress to the point of needing dialysis, CKS provides access to

top-performing dialysis centes. That means you will receive treatment based on a

Obest practicesdé6 approach from health care professionals wi
expertise.

There are hundreds of contracted dialysis centers across the country, but in
situations where you cannot convenientlgccess a contracted dialysis center, CKS
will work to negotiate patientspecific agreements on your behalf.
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To learn more about Comprehensive Kidney Solutions, visit
www.myoptumhealthcomplexmedicalcom or call the number on your ID card.

Coverage for dialysisand kidney el at ed services are based on your health pl
ter ms, exclusions, |l i mitations and conditions, including tI
requirements and coverage guidelines. Participation this program is voluntary. If

you decide to no longer participate in the program, please tell me of your decision.

Kidney Resource Services (KRS) program

End-Stage Renal Disease (ESRD)

The Kidney Resource Services program provides Covered Persons wibesas to a

registered nurse advocate who specializes in helping individuals live with kidney

di sease. As a participant in the KRS program, youo6ll work \
provide you with support and information. The nurse can help you manage other

conditions, such as diabetes and high blood pressure. He or she can also help you

find doctors, specialists and dialysis centers. This program is available at no extra

cost to you.

With KRS, you have access to a registered nurse who specializes in kidney health

This program is designed to help you be your own best advocate for your health. You

may have been referred to the KRS program by your medical provider or from past

claim information. As part of your health insurance benef i f
cost to you.

KRS nurse advocates are available, Monday through Friday tfske at 18665617518
(TTY: 711).

Coverage for dialysisand kidney el at ed services are based on your health pl_
terms, exclusions, limitations and conditions, includingthe@ n s el i gi bi | ity
requirements and coverage guidelines. Participation in this program is voluntary.

Transplant Resource Services (TRS) Program

Your Plan offers Transplant Resource Services (TRS) program to provide you with

access to one dodtrartsgiaat programs. Retdiving ttarsplant

services through this program means your transplant treat m
practiceso6 approach from health care professionals with ex!
transplantation.

To learn more about TransplanResource Services, visit
www.myoptumhealthcomplexmedical.conor call the number onthe-baek-efyour 1D
card.

Coverage for transplant and transplartelated services are based on your health
pl atndrsms, exclusions, | imitations and conditions, including
requirements and coverage guidelines. Participation in this program is voluntary.
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Your Plan Sponsor is providing you with Travel and Lodging assistance. For more
information on the 7ravel and Lodging Assistance Prograrefer to the provision
below.

Travel and Lodging Assistance Program

Your Plan Sponsor may provide you with Travel and Lodging assistance. Travel and
Lodging assistance is only available for you or your &igityemember if you meet the
qualifications for the benefit, including receiving care at a Designated Provider and the
distance from your home address to the facility. Eligible Expenses are reimbursed after the
expense forms have been completed and sedbmvith the appropriate receipts.

If you have specific questions regarding the Travel and Lodging Assistance Program, please
call the Travel and Lodging office - 8088420843.

Travel and Lodging Expenses

The Plan covers expenses for travel and lofdgitige patient, provided he or she is not
covered by Medicare, and a companion as follows:

Yy Transportation of the patient and one companion who is traveling on the same
day(s) to and/or from the site of the qualified procedure provided by a Designated
Provder for the purposes of an evaluation, the procedure or necessary post
discharge followp.

The Eligible Expenses for lodging for the patient (while not a Hospital inpatient) and
one companion.

If the patient is an enrolled Dependent minor child, thepoatation expenses of
two companions will be covered.

Travel and lodging expenses are only available if the patient resides more than 50
miles from the Designated Provider.

<SS

Reimbursement for certain lodging expenses for the patient and his/her
companiofs) may be included in the taxable income of the Plan participant if the
reimbursement exceeds the per diem rate.

Yy The transplant program offers a combined overall lifetime maximum of $10,000 per
Covered Person for all transportation and lodging expengesdrby you and
reimbursed under the Plan in connection with all qualified procedures.

The Claims Administrator must receive valid receipts for such charges before you will be
reimbursed. Reimbursement is as follows:
Lodging

y A per diem rate, up to $50.0er day, for the patient or the caregiver if the patient is
in the Hospital.

Yy A per diem rate, up to $100.00 per day, for the patient and one caregiver. When a
child is the patient, two persons may accompany the child.

Examples of items that are not ceder
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Groceries.

Alcoholic beverages.

Personal or cleaning supplies.

Meals.

Overthecounter dressings or medical supplies.
Deposits.

SIS

Utilities and furniture rental, when billed separate from the rent payment.

Yy Phone calls, newspapers, or movie rentals.

Transportation

Yy Automobile mileage (reimbursed at the IRS medical rate) for the most direct route
between the patient's home and the Designated Provider.

Taxi fares (not including limos or car services).
Economy or coach airfare.

Parking.

Trains.

Boat.

SIS

Bus.
y Tolls.

Wellness Programs

Women's Health/Reproductive

Maternity Support Program

If you are pregnant or thinking about becoming pregnant, and you are enrolled in
the medical Plan, you can get valuable educational information, advice and
comprehensive case manageent by calling the number on your ID card. Your
enrollment in the program will be handled by an OB nurse who is assigned to you.

This program offers:

Enrollment by an OB nurse.

Pre-conception health coaching.

Written and online educational resources covieg a wide range of topics.
First and second trimester risk screenings.

<SS

Identification and management of at or high-risk conditions that may impact
pregnancy.
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<,

Pre-delivery consultation.

<,

Coordination with and referrals to other benefits and programs avalile under
the medical plan.

Yy A phone call from a nurse approximately two weeks postpartum to provide
information on postpartum and newborn care, feeding, nutrition, immunizations
and more.

Yy Postpartum depression screening.

Participation is completely volurtary and without extra charge. To take full

advantage of the program, you are encouraged to enroll within the first trimester of
Pregnancy. You can enroll any time, up to your 34th week. To enroll, call the number
on your ID card.

As a program participantyou can always call your nurse with any questions or
concerns you might have.
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ducational

are. There
are received

84 SECTION - CLINICAPROGRAMS ANRESOURCES



CLERMONEOUNT MEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

85

SECTION - CLINICAPROGRAMS ANRESOURCES



CLERMONEOUNTWEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

SECTION-&EXCLUSINS AND LIMITATIONGAAT THE MEDICAL RLA
WILL NOT COVER

What this section includes:
Yy Services, supplies and treatments that are not Covered Health Sepptes, may
be specifically provided for in SectioAdijitional Coverage Details.

The Plan does not pay Benefits for the following services, treatments or supplies even if they
are recommended or prescribed by a provider or are the only availalelet tieayour
condition.

When Benefits are limited within any of the Covered Health Services categories described in
Section 6Additional Coverage Détaide limits are stated in the corresponding Covered

Health Service category in Sectidd) HidlghtsLimits may also apply to some Covered
Health Services that fall under more than one Covered Health Service category. When this
occurs, those limits are also stated in SecttarbHighlighBlease review all limits

carefully, as the Plan widlt pay Benefits for any of the services, treatments, items or

supplies that exceed these benefit limits.

Please note that in listing services or examples, when the SPD says "this includes,"
or "including but not limited to", it is not UnitedHealthcare's i ntent to limit the
description to that specific list. When the Plan does intend to limit a list of services or
examples, the SPD specifically states that the list "is limited to."

Alternative Treatments
1. Acupresure

. Aromatherapy.

Hypnotism.

2

3

4. Massage therapy.

5. Rolfing.

6. Art therapy, music therapy, dance therapy, horseback therapy and other forms of
alternative treatment as defined byNiggonal Center for Complementary and Alternative
Medicine (NCCAM)theNational Institutes of Hetils exalsion does not apply to
Manipulative Treatment and Aornipulative osteopathic care for which Benefits are
provided as described in Sectiohdglitional Coverage Details

Dental

1. Dental care (which includesti X-rays, supplies and appliances and all associated
expenses, including hospitalizations and anestkeegia dental services for a child
under the age of 9, for someone with a chronic disability, or for someone that has a
medical condition that reqes hospitalization or general anesthesia
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This exclusion does not apply to accidelated dental services for which Benefits are
provided as described unBemtal Servicascident OnfySection 6Additional Coverage
Details.

This exclusion doemt apply to dental care (oral examinatierayX, extractions and
non-surgical elimination of oral infection) required for the direct treatment of a medical
condition for which Benefits are available under the Plan, limited to:

- Transplant preparation.
- Prior to the initiation of immunosuppressive drugs.
- The direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental care that is required to treat the effects of a medical condition, but that is not
necessary to directly treat the medicaliwom, is excluded. Examples include treatment
of dental caries resulting from dry mouth after radiation treatment or as a result of
medication.

Endodontics, periodontal surgery and restorative treatment are excluded.

Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums.
Examples include:

- Extractions (including wisdom teeth), restoration and replacement of teeth.
- Medical or surgical treatments of dental conditions.
- Services to imprewdental clinical outcomes.

This exclusion does not apply to preventive care for which Benefits are provided under
theUnited States Preventive Services rEgsikr&oreet or thidealth Resources and Services
Administration (HRS#&Jjjuirement. This elusion also does not apply to accident

related dental services for which Benefits are provided as describBentatiServices
Accident OmySection 6Additional Coverage Details

Dental implants, borgrafts, and other implarglated procedures.
This exclusion does not apply to accidelated dental services for which Benefits are

provided as described unBemtal Servicascident OnfySection 6Additional Coverage
Details

Dental braces (orthodontics).

Treatment of congenitally missing, malpositioned or supernumerary (extra) teeth, even if
part of a Congenital Anomaly.

Devices, Appliances and Prosthetics

1

Devices used specifically as safety items or to affect performance-tielafsatts
activities.

Orthotic appliances and devices that straightersbape a body gaexcept as
described und®urable Medical Equipment (DMEEction 6Additional Coverage Details
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7.

8.

Examples of excluded orthotic appliances and devices include but are not limited to,
foot orthotics and some types of braces, including orthotic avadeble ovehe-

counter. This exclusion does not include diabetic footwear which may be covered for a
Covered Person with diabetic foot disease.

The following items are excluded, even if prescribed by a Physician:
- Blood pressure cuff/monitor.

- Enuress alarm.

- Non-wearable external defibrillator.

- Trusses.
- Ultrasonic nebulizers.

Repairs to prosthetic devices due to misuse, malicious damage or gross neglect.

Replacement of prosthetic devices due to misuse, malicious damage or gross neglect or
to replace lost or stolen items.

Devices and computers to assist in communication and speech except for speech aid
devices and trachesophageal voice devices for which Benefits are provided as
described und@urable Medical Equipim&gction 6Additimal Coverage Details

Oral appliances for snoring.

Powered and norpowered exoskeleton devices.

Drugs

1

Prescription drug products for outpatient use that are filled by a prescription order or
refill.

Selfadministered or selfinfused medications. This exclusion does not apply to
medications which, due to their characteristics, (as determined by
UnitedHealthcare the Claims Administrator), must typically be adminisred or
directly supervised by a qualified provider or licensed/certified health

professional in an outpatient setting. This exclusion does not apply to hemophilia
treatment centers contracted to dispense hemophilia factor medications directly
to Covered Rersons for selinfusion.Sekinjectable-medications—This-exclusion does
rotapahrte-medicationswhich—duato-thei-charactersties—{as-determined by

Non-injectable medications given in a Physician's office. This exclusion does not apply
to nortinjectable medications that are required in an Emgraet consumed in the
Physician's office.

Overthecounter drugs and treatments.

Growth hormone therapy.
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6. Certain New Pharmaceutical Products and/or new dosageifdilrtise date as
determined by the Claims Administrator or the Claims Admi
later than December 31st of the following calendar year.

This exclusion does not apply if you have-thléatening Sickness or condition (one
thatis likely to cause death within one year of the request for treatment). If you have a
life-threatening Sickness or condition, under such circumstances, Benefits may be
available for the New Pharmaceutical Product to the extent provided for in Section 6,
Additional Coverage Details.

7. A Pharmaceutical Product that contains (an) active ingredient(s) available in and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. Sierimitedtions may be made up to six
times during a calendar year.

8. A Pharmaceutical Product that contains (an) active ingredient(s) which is (are) a
modified version of and therapeutically equivalent (having essentially the same efficacy
and adverse effgatofile) to another covered Pharmaceutical Product. Such
determinations may be made up to six times during a calendar year.

9. Benefits for Pharmaceutical Products for the amount dispensed (days' supply or quantity
limit) which exceeds the supply limit.

10. A Pharmaceutical Product with an approved biosimilar or a biosimilar and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. For the purpose of this exclusion a
"biosimlar” is a biological Pharmaceutical Product approved based on showing that it is
highly similar to a reference product (a biological Pharmaceutical Product) and has no
clinically meaningful differences in terms of safety and effectiveness from the referenc
product. Such determinations may be made up to six times per calendar year.

11. Certain Pharmaceutical Products for which there are therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) alternatives avagiable, unles
otherwise required by law or approved by us. Such determinations may be made up to
six times during a calendar year.

Experimental or Investigational or Unproven Services

1. Experimental or Investigational Sexsiand Unproven Services and all services related
to Experimental or Investigational and Unproven Services are eXdledadt that an
Experimental or Investigational or Unproven Service, treatment, device or
pharmacological regimen is the only awaifedztment for a particular condition will
not result in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of that particular condition.

This exclusion does not apply to Covered Health Servicielegmuring a Clinical
Trial for which Benefits are provided as described Giidigal Triais Section 6,
Additional Coverage Details
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Foot Care

L

&

© © N o O

Routine foot care. Examples include thengutir removal of corns and calluses.
This exclusion does not apply to preventive foot care for Covered Persons with diabetes

for which Benefits are provided as described indketes Seruc8gction 6,
Additional Coverage Details

Nail trimming, cutting, or debriding (removal of dead skin or underlying tissue).
Hygienic and preventive maintenance foot care. Examples include:

- Cleaning and soaking the feet.
- Applyingskin creams in order to maintain skin tone.

This exclusion does not apply to preventive foot care for Covered Persons who are at
risk of neurological or vascular disease arising from diseases such as diabetes.

Treatment of flat feet.

Treatment of subluxation of the foot.
Shoes.

Shoe orthotics.

Shoe inserts.

Arch supports.

Gender Dysphoria

1

Cosmetic Procedures, including the following:

- Abdominoplasty.

- Blepharoplasty.

- Breast enlargement, including augrientmammoplasty and breast implants.
- Body contouring, such as lipoplasty.

- Brow lift.

- Calf implants.

- Cheek, chin, and nose implants.

- Injection of fillers or neurotoxins.

- Face lift, forehead lift, or neck tightening.

- Facial bone remodeling for facial fepaitions.
- Hair removal.

- Hair transplantation.

- Lip augmentation.

- Lip reduction.

- Liposuction.

- Mastopexy.
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- Pectoral implants for chest masculinization.

- Rhinoplasty.

- Skin resurfacing.

- Thyroid cartilage reduction; reduction thyroid chondroplasty; tracheaeshaval (r
or reduction of the Adam's Apple).

- Voice modification surgery.

- Voice lessons and voice therapy.

Medical Supplies
1. Prescribed or neprescribed medicalipplies. Examples include:

- Compression stockings.
- Ace bandages.
- Gauze and dressings.

This exclusion does not apply to:

- Disposable supplies necessary for the effective use of Durable Medical Equipment
for which Benefits are provided as described @naable Medical Equipiment
Section 6Additional Cerage Details
- Diabetic supplies for which Benefits are provided as describeDiabdézs Services
in Section 6Additional Coverage Details
- Ostomy supplies for which Benefits are provided as describe@siutey Supplies
in Section 6Additional Cerage Details

2. Tubings and masks except when used with Durable Medical Equipment as described
underDurable Medical Equipim&atctighAdditional Coverage Details

Mental HealftNeurobiological Disorder8utism Spectrum Disorder Serviees
SubstanceéRelated and Addictive Disord8eyvices

In addition to all other exclusions listed in this SectlExcBisions and Limitattbes
exclusions listed directly below apply to services describedleniddiealti$ervices,
Neurobiological Diserélatism Spectrum Disorder Sad/meSubstanRelated and Addictive
DisordeBgervices in Section 6, Additional Coverage Details

1. Services performed in contien with conditions not classified in the current edition of
thelnternational Classification of Diseases section on Mental and Batigraidiisorders
and Statistical Manual of the American Psychiatric Association

2. Outside of an initial assessment, services as treatments for a primary diagnosis of
conditions and problems that may be a focus of clinical attention, but are specifically
noted not to be mental disorders within the current edition Dfagaostic and Statistical
Manual of the American Psychiatric Association

3. Outside of initial assessment, services as treatments for the primary diagnoses of learning

disabilities, conduct and disruptive impulse control and conduct disorders, gambling
disorder, and paraphilic disorders.
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4. Services that are solely educational in nature or otherwise paid under state or federal law
for purely educational purposes.

3. Tuition for or services that are scHoasedor children and adolescents required to be
provided by, or paid for by, the school undemtiiziduals with Disabilities Education Act.

4. Outside of initial assessment, unspecified disorders for which terpsavot
obligated to provide clinical rationale as defined in the current editioDiaftestic
and Statistical Manual of the American Psychiatric Association

5. Transitional Living services.

Nutrition

1. Nutritional or cosmetic therapy using high dose or mega quantities of vitamins, minerals
or elements, and other nutrition based therapy. Examples include supplements,
electrolytes and foods of any kind (includigly protein foods and low carbohydrate
foods).

2. Food of any kind. Foods that are not covered include:

- Enteral feedings and other nutritional and electrolyte formulas, including infant
formula and donor breast milknless they are the only source of nutrition or unless
they are specifically created to treat inborn errors of metabolism such as
phenylketonuria (PKUInfant formula available over the counter is always excluded.

- Foods to control weight, treat olye¢including liquid diets), lower cholesterol or
control diabetes.

- Oral vitamins and minerals.

- Meals you can order from a menu, for an additional charge, during an Inpatient Stay.

- Other dietary and electrolyte supplements.

3. Health education classes unless offered by UnitedHealthcare or its affiliates, including
but not limited to asthma, smoking cessation, and weight control classes.

Personal Care, Comfort or Convenience
1. Television.

2. Telephone.

3. Beauty/barber service.

4. Guest service.

5. Supplies, equipent and similar incidentals for personal comfort. Examples include:
- Air conditioners, air purifiers and filters and dehumidifiers.
- Batteries and battery chargers.

- Breast pumps. (This exclusion does not apply to breast pumps for which Benefits are
providedunder theHealth Resources and Services AdministratioquirdRsat.)
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Car seats.

Chairs, bath chairs, feeding chairs, toddler chairs, ergonomically correct chairs, chair
lifts and recliners.

Exercise equipment and treadmills.
Hot and cold compresses

Hot tubs.

Humidifiers.

Jacuzzis.

Medical alert systems.

Motorized beds, neHospital beds, comfort beds and mattresses.
Music devices.

Personal computers.

Pillows.

Poweroperated vehicles.

Radios.

Safety equipment.

Saunas.

Stair lifts and stair glides.

Srollers.

Treadmills.

Vehicle modifications such as van lifts.
Video players.

Whirlpools.

Physical Appearance

1

Cosmetic Procedures. See the definition in SectiGfo&darizxamples include:

Liposuction or nmoval of fat deposits considered undesirable, including fat
accumulation under the male breast and nipple.

Pharmacological regimens, nutritional procedures or treatments.

Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery
andother such skin abrasion procedures).

Sclerotherapy treatment of veins.

Hair removal or replacement by any means.

Treatments for skin wrinkles or any treatment to improve the appearance of the skin.
Treatment for spider veins.

Skin abrasion procedures parfed as a treatment for acne.

Treatments for hair loss.

Varicose vein treatment of the lower extremities, when it is considered cosmetic.

Replacement of an existing intact breast implant if the earlienfyptzastwas

performed as a Cosmetic Proceddote: Replacement of an existing breast implant is
considered reconstructive if the initial breast implant followed mastectomy. See
Reconstructive Prode@eetion 6Additional Coverage Details
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5.

Physical conditioning programs such as athletic trainingylolityg, exercise, fitness,
flexibility, health club memberships and programs, spa treatments and diversion or
general motivation.

Weight loss programs whether or not they are under medical supervision or for medical
reasons, even if for morbid obesity.

Treatment of benign gynecomastia (abnormal breast enlargement in males).

Procedures and Treatments

1
2.

Biofeedback.

Medical and surgical treatment of snoring, except when provided as a part of treatment
for documented obstructive sleep apnea.

Rehabilitation services and Manipulative Treatment to improve general physical
condition that are provided to reduce potential risk factors, where significant therapeutic
improvement is not expected, including routine;temgor maintenance/prevérg

treatment.

Outpatient cognitive rehabilitation therapy except as Medically Necessary following
traumatic brain Injury eerebralvaseularaceidtmke.

Excision or elimination of hanging skin on anlygfdhe body. Examples include
plastic surgery procedures called abdominoplasty and brachioplasty.

Psychosurgery (lobotomy).

Standalone multdisciplinary smoking cessation programs. These are programs that
usually include health care providersigi®ng in smoking cessation and may include a
psychologist, social worker or other licensed or certified professional. The programs
usually include intensive psychological support, behavior modification techniques and
medications to control cravings.

Chelation therapy, except to treat heavy metal poisoning.

Physiological modalities and procedures that result in similar or redundant therapeutic
effects when performed on the same body region during the same visit or office
encounter.

10 The followirg treatments for obesity:

- Non-surgical treatment of obesity, even if for morbid obesity.
- Surgical treatment of obesity even if there igaadia of morbid obesity

11 Medical and surgical treatment of excessive sweating (hyperhidrosis).

12 Services for the evaluation and treatment of temporomandibular joint syndrome (TMJ),

whether the services are considered to be medical or deatialen
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13.Upper and lower jawbone surgery, orthognathic surgery and jaw alignment. This
exclusion does not apply to reconstructive jaw surgery required for Covered Persons
because of a Congenital Anomaly, acute traumatic Injury, dislocation, tnosorsy ca
obstructive sleep apnea.

14 Breast reduction surgery that is determined to be a Cosmetic Procedure.

This exclusion does not apply to breast reduction surgery which the Claims
Administrator determines is requested to treat a physiologic funcii@amahent or to
coverage required by th®men's Health and Cancer Rights Afbioivh898Benefits
are described undeeconstructive Prote@eetsors, Additional Coverage Details

15 Congenital Heart Disease surgery that is not receaedsiginated Provider

16. Habilitative services for maintenance/preventive treatment.
17. Intracellular micronutrient testing.

Providers

1. Services performed by a provider who is a family member by birthiagenarcluding
your Spouse, brother, sister, parent or child. This includes any service the provider may
perform on himself or herself.

2. Services performed by a provider with your same legal residence.
3. Services ordered or delivered by a Christian Science practitioner.

4. Services performed by an unlicensed provider or a provider who is operating outside of
the scope of his/her Bnise.

5. Services provided at a Freestanding Facility or diagnostic HaspidaFacility without
an order written by a Physician or other provider. Services whichdirectetf to a
Freestanding Facility aagnostic Hospitddased Facility. Services ordered by a
Physician or other provider who is an employee or representative of a Freestanding
Facility or diagnostic Hospitadsed Facility, when that Physician or other provider:

- Has not been actively invalMa your medical care prior to ordering the service.
- Is not actively involved in your medical care after the service is received.

This exclusion does not apply to mammography.

Reproduction

1. Health care services and related expenses for infertility treatmts, including
assisted reproductive technology, regardless of the reason for the treatment.

2. The following services related to a Gestational Carrier or Surrogate:

- All costs related to reproductive techniques including:
A Assistive reproductive technology.
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Artificial insemination.
Intrauterine insemination.

A Obtaining and transferring embryo(s).
- Health care services including:

A Inpatient or outpatient prenatal care and/or preventive care.

A Screenings and/or diagnostic testing.

A Delivery and postnatal care.
The exclusion for the health care services listed above does not apply when the
Gestational Carrier or Surrogate is a Covered Person.

> >

- All fees including:
A Screening, hiring and compensation of a Gestational Carrier or Surrogate
including surrogacy agency fees.
A Surogate insurance premiums.
A Travel or transportation fees.
3. The following services related to donor services for donor sperm, ovum (egg cell)

or oocytes (eggs), or embryos (fertilized eggs):

- Donor eggsd The cost of donor eggs, including medical costs relad to
donor stimulation and egg retrieval.
- Donor spermd The cost of procurement and storage of donor sperm.
4. Storage and retrieval of all reproductive materials. Examples include eggs, sperm,

testicular tissue and ovarian tissue.

5. The reversal of voluntansterilization.

6. Invitro fertilization regardless of the reason for treatment.

ggs, sperm,

he-mother is at
issed abortion
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Services Provided under Another Plan

Services for which coverage is available:

1

Under another plan, except for Eligible Expenses payable as described in Section 10,
Coordination ofeBie)(COB)

Under workers' compensation, or similar legislation if you could elect it, or could have it
elected for you.

Services resulting from accidental bodilsiésjarising out of a motor vehicle accident
to the extent the services are payable under a medical expense payment provision of an
automobile insurance policy.

While on active military duty.

For treatment of military serviedated disabilities when you are legally entitled to other
coverage, and facilities are reasonably available to you.

Transplants

1

Health services forgan and tissue transplants except those described under
Transplantation SemiSextion fAdditional Coverage Dethits UnitedHealthcare
determines the transplant to be appropriate according to UnitedHealthcare's transplant
guidelines.

Health services for transplants involving animal orgakealth-servicesfor
transplantsinvelving-permanent-mechanical-oranimal.organs

Transplants that are not performed Resignated ProvidefThis exclusion does not
apply to cornea transplants.)

Health services connected with the removal of an organ or tissue from you for purposes
of a transplant to another person. (Donor costsatealirectly related to organ removal
are payable for a transplant through the organ recipient's Benefits under the Plan.)

Travel

1

Health services provided in a foreign country, unless required as Emeigéncy He
Services.

Travel or transportation expenses, even if ordered by a Physician, except as identified
underTravel and Lod@ingectiory, Clinical Programs and Regalditemal travel

expenses related@overed Health Services received fr@rasignated Providaray

be reimbursed at the Plan's discretion. This exclusion does not apply to ambulance
transportation for which Benefits are provided as describechnmuldance Seririces
Section 6AdditionaCoverage Details

Types of Care

L

Custodial Care as defined in Sectiotb$sanr maintenance care.

97

SECTION8T EXCLUSIONSNDLIMITATIONS



CLERMONEOUNTWEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

Domiciliary Care, as defined in SectioGlagsary.

Multi-disciplinary pain management programs provided on an inpatient basis for acute
pain or for exacerbation of chronic pain.

Private Duty Nursing.
Respite care. This exclusion does not apply to respite care that is part of an integrated
hospice care program of services provided to a terminally ill person by a licensed hospice

care agency for which Benefits are provided as descrilegidospice CameSection 6,
Additional Coverage Details

Rest cures.
Services of personal care attendants.

Work hardemig (individualized treatment programs designed to return a person to work
or to prepare a person for specific work).

Vision and Hearing

L

Implantable lenses used only to correct a refractive error (such asinéats
implants).

Purchase cost and associated fitting and testing charges for hearing aids, Bone Anchor
Hearing Aids (BAHA) and all other hearing assistive devices.

Eye exercise or vision therapy
Surgery and other related treatment thatisdad to correct nearsightedness,

farsightedness, presbyopia and astigmatism including, but not limited to, procedures
such as laser and other refractive eye surgery and radial keratotomy.

All Other Exclusions

L

2.

Autopsies and other coroner services and transportation services for a corpse.
Charges for:

- Missed appointments.

- Room or facility reservations.

- Completion of claim forms.

- Record processing.

Charges prohibited by federal-&itkback or selfeferral statutes.

Diagnostic tests that are:

- Delivered in other than a Physician's office or health care facility.
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- Selfadministered hoe diagnostic tests, including but not limited to HIV and
Pregnancy tests.

5. Expenses for health services and supplies:

- That are received as a result of war or any act of war, whether declared or
undeclared, whifart of any armed service force of any country. This exclusion
does not apply to Covered Persons who are civilians injured or otherwise affected by
war, any act of war or terrorism in a-m@m zone.

- That are received after the date your coverage uisd@iathends, including health
services for medical conditions which began before the date your coverage under the
Plan ends.

- For which you have no legal responsibility to pay, or for which a charge would not
ordinarily be made in the absence of covenratpe this Benefit Plan.

- That exceed Eligible Expenses or any specified limitation in this SPD.

6 Inthe event a NodNetwork provider waives, does not pursue, or fails to collect the
Coinsurance, any deductibl@itrer amount owed for a particular health service, no
Benefits are provided for the health service for whicaineurance and/or deductible
are waived.

7. Foreign language and sign language services.
8. Long term (more than 30 days) storage of blood, umbilical cord or other material.

9. Health services and supplies that do not meet the definition of a Covered Health Service
- see tle definition in Section 1@JossarZovered Health Services are those health
services including services, supplies or Pharmaceutical Products, which the Claims
Administrator determines to be all of the following:

- Medically Necessary.

- Described as a CoeerHealth Service in this SPD under Sectiddditional
Coverage Detail$ in Section Blan Highlights.

- Not otherwise excluded in this SPD under this SectitxtiBsions and Limitations

10 Health service®lated to a neffovered Health Service: When a service is hot a
Covered Health Service, all services related to th@bmered Health Service are also
excluded. This exclusion does not apply to services the Plan would otherwise determine
to be Covere#liealth Services if they are to treat complications that arise from-the non
Covered Health Service.

For the purpose of this exclusion, a "complication" is an unexpected or unanticipated
condition that is superimposed on an existing disease and thairafiedifies the
prognosis of the original disease or condition. Examples of a "complication” are
bleeding or infections, following a Cosmetic Procedure, that require hospitalization.

11 Physical, psychiatric or plsglogical exams, testing, all forms of vaccinations and
immunizations or treatments when:
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Required solely for purposes of education, sports or camp, travel, career or
employment, insurance, marriage or adoption; or as a result of incarceration.
Conductedor purposes of medical research. This exclusion does not apply to
Covered Health Services provided during a Clinical Trial for which Benefits are
provided as described un@dinical Trials Section 6Additional Coverage Details
Related to judicial administrative proceedings or orders.

Required to obtain or maintain a license of any type.
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SECTION-CLAIMS ROCEDURES

What this section includes:
Yy How Network and nofNetwork claims work.

Yy What to do if your claim is denied, in whole or in part.

Netwaok Benefits

In general, if you receive Covered Health Services from a Network provider,
UnitedHealthcare will pay the Physician or facility directly. If a Network provider bills you
for any Covered Health Service other than@oimsurance, please cantae provider or

call UnitedHealthcare at the phone number on your ID card for assistance.

Keep in mind, you are responsible for meeting the Annual Deductible and paying any
Coinsurance owed to a Network provider at the time of service, or wheriyeuarbdl
from the provider.

NonNetwork Benefits

If you receive a bill for Covered Health Services from-Betwrork provideryou (or the

provider if they prefer) must send the bill to UnitedHealthcare for processing. To make sure
the claim is procesd promptly and accurately, a completed claim form must be attached
and mailed to UnitedHealthcare at the address on the back of your ID card.

If Your Provider Does Not File Your Claim

You can obtain a claim form by visitimgw.myuhc.com, calling théoll-free number on
your ID card or contacting Human Resourifg®u do not have a claim form, simply
attach a brief letter of explanation to the bill, and verify that the bill contains the information
listed below. If any of these items are missingthe bill, you can include them in your
letter:
Yy Your name and address.
The patient's name, age and relationship to the Participant.
The number as shown on your ID card.
The name, address and tax identification number of the provider of the service(s).
A diagnosis from the Physician.

The date of service.

SIS

An itemized bill from the provider that includes:

- TheCurrent Procedural Terminologyo(eBT)
- A description of, and the charge for, each service.
- The date the Sickness or Injury began.
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- A statement iridating either that you are, or you are not, enrolled for coverage
under any other health insurance plan or program. If you are enrolled for other
coverage you must include the name and address of the other carrier(s).

Failure to provide all the informatilisted above may delay any reimbursement that may be
due you.

For medical claims, the above information should be filed with UnitedHealthcare at the
address on your ID ch

After UnitedHealthcare has processed your claim, you will receive payment for Benefits that
the Plan allows. It is your responsibility to pay thé\ebmork provider the charges you
incurred, including any difference between what you were biNeldsatide Plan paid.

Payment of Benefits

When you assign your Benefits under the Plan teldetaork provider with
UnitedHealthcare 's consent, and theMetwork provider submits a claim for payment,
you and the nehletwork provider represent and watrthat the Covered Health Services
were actually provided and were medically appropriate.

To be recognized as a valid assignment of Benefits under the Plan, the assignment must

reflect the Covered PNetwarlopmdderwid betédedmealnt t hat t he non
the Covered Personds rights under the Plan and appl
l egally required notices and procedur al revi ews con
and that the Covered Person will no longer be entitleds® fights. If an assignment form

does not comply with this requirement, but directs that your benefit payment should be

made directly to the provider, UnitedHealthcare may in its discretion make payment of the

benefits directly to the provider for younweenience, but will treat you, rather than the

provider, as the beneficiary of your claim. If Benefits are assigned or paynwent to a

Networkprovider is made, Clermont County reserves the right to offset Benefits to be paid

to the provider by any amoanhat the provider owes Clermont County (including amounts

owed as a result of the assignment of other plansd
pursuant tdRefund of Overpayimeustion 13;oordination of Benefits

UnitedHealthcare will payriits to you unless:

Yy The provider submits a claim form to UnitedHealthcare that you have provided signed
authorization to assign Benefits directly to that provider.

Yy You make a written request for the-Network provider to be paid directly at the time
you submit your claim.

UnitedHealthcare will only pay Benefits to you or, with written authorization by you, your
Provider, and not to a third party, even if your provider purports to have assigned Benefits
to that third party.

Form of Payment of Benefits

Payment of Benefits under the Plan shall be in cash or cash equivalents, or in the form of
other consideration that UnitedHealthcare in its discretion determines to be adequate. Where

102 SECTON9 - CLAIMPROCEDURES

cabl

cerni

e

ng

«

overpay!



CLERMONEOUNTWEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

Benefits are payable directly to a provider, such adequate consitdtatemthe

forgiveness in whole or in part of amounts the provider owes to other plans for which
UnitedHealthcare makes payments, where the Plan has taken an assignment of the other
plans' recovery rights for value.

Health Statements

Each month in which tdtedHealthcare processes at least one claim for you or a covered
Dependent, you will receive a Health Statement in the mail. Health Statements make it easy
for you to manage your family's medical costs by providing claims informatietoin easy
understanderms.

If you would rather track claims for yourself and your covered Dependents online, you may
do so atvww.myuhc.com You may also elect to discontinue receipt of paper Health
Statements by making the appropriate selection on this site.

Explanation of Benefits (EOB)

You may request that UnitedHealthcare send you a paper copy of an Explanation of
Benefits (EOB) afterrpcessing the claim. The EOB will let you know if there is any portion
of the claim you need to pay. If any claims are denied in whole or in part, the EOB will
include the reason for the denial or partial payment. If you would like paper copies of the
EOBSs you may call the tdtee number on your ID card to request them. You can also
view and print all of your EOBs onlinevatw.myuhc.com See Section 1@|ossarfor

the definition of Explanation of Benefits.

Important - Timely Filing of Non -Network Claims
All claim forms for noiNetwork services must be submitted within 12 months aftef the
date of service. Otherwise, the Plan wilpagtany Benefits for that Eligible Expensé¢, or
Benefits will be reduced, as determined by UnitedHealtftdaré2month requiremen
does not apply if you are legally incapacitated. If your claim relates to an Inpatiefit Stay,
the date of service is ttiate your Inpatient Stay ends.

Claim Denials and Appeals

If Your Claim is Denied

If a claim for Benefits is denied in part or in whole, you may call UnitedHealthcare at the
number on your ID card before requesting a formal appeal. If UnitedHealthcdre canno
resolve the issue to your satisfaction over the phone, you have the right to file a formal
appeal as described below.

How to Appeal a Denied Claim

If you wish to appeal a denied-peevice request for Benefits, gestvice claim or a

rescission of cox@ge as described below, you or your authorized representative must
submit your appeal in writing within 180 days of receiving the adverse benefit determination.
You do not need to submit urgent care appeals in writing. This communication should
include:

Yy The patient's name and ID number as shown on the ID card.
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Yy The provider's name.

Yy The date of medical service.

Yy The reason you disagree with the denial.

Yy Any documentation or other written information to support your request.
You or your authorized representativay send a written request for an appeal to:
UnitedHealthcareAppeals
P.O. Box 30432
Salt Lake City, Utah 8413432

For urgent care requests for Benefits that have been denied, you or your provider can call
UnitedHealthcare at the téite number ogour ID card to request an appeal.

Types of claims J

The timing of the claims appeal process is based on the type of claim you are agpealing.
If you wish to appeal a claim, it helps to understand whether it is an:
Yy Urgent care request for Benefits.

Yy Preservee request for Benefits.
Yy Postservice claim.

Yy~ Concurrent claim.

Review of an Appeal

UnitedHealthcare will conduct a full and fair review of your appeal. The appeal may be
reviewed by:

Yy An appropriate individual(s) who did not make the initial benefit detsomi

Yy A health care professional with appropriate expertise who was not consulted during
the initial benefit determination process.

Once the review is complete, if UnitedHealthcare upholds the denial, you will receive a
written explanation of the reasansl facts relating to the denial.

Filing a Second Appeal

Your Plan offers two levels of appeal. If you are not satisfied with the first level appeal
decision, you have the right to request a second level appeal from UnitedHealthcare within
60 days from receipt of the first level appeal determination.

Note: Uponwritten request and free of charge, any Covered Persons may examine their
claim and/or appeals file(s). Covered Persons may also submit evidence, opinions and
comments as part of the internal claims review process. UnitedHealthcare will review all
claimsan accordance with the rules established hy.$héDepartment of Lakmy Covered

Person will be automatically provided, free of charge, and sufficiently in advance of the date
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on which the notice of final internal adverse benefit determinatioriritegith: (i) any

new or additional evidence considered, relied upon or generated by the Plan in connection
with the claim; and, (ii) a reasonable opportunity for any Covered Person to respond to such
new evidence or rationale.

Federal External Revievogam

If, after exhasting your internal appeals, you are not satisfied with the determination made
by UnitedHealthcarer if UnitedHealthcareils to respond to your appeal in accordance
with applicable regulations regarding timing, you may be entitled to requesian exter
review of UnitedHealthc&s@etermination. The process is available at no charge to you.

If one of the above conditions is met, you may request an external review of adverse benefit
determinations based upon any of the following:
Yy Clinical reasons.

Yy The exclusions for Experimental or Investigational Service(s) or Unproven
Service(s).

Yy Rescission of coverage (coverage that was cancelled or discontinued retroactively).
Yy As otherwise required by applicable law.
You or your representative may request a stbexdarnal review by sending a written
request to the address set out in the determination letter. You or your representative may
request an expedited external review, in urgent situations as detailed below, by calling the
number on your ID card or by simg a written request to the address set out in the

determination letter. A request must be made within four months after the date you received
UnitedHealthcate decision.

An external review request should include all of the following:

y A specific requefor an external review.

Yy The Covered Person's name, address, and insurance ID number.

Yy Your designated representative's name and address, when applicable.
Yy The service that was denied.

Yy Any new, relevant information that was not provided during the iajgpeal.

An external review will be performed by an Independent Review Organization (IRO).
UnitedHealthcare has entered into agreements with three or more IROs that have agreed to
perform such reviews. There are two types of external reviews available:

y A standard external review.

Yy An expedited external review.
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Standard External Review
A standard external review is comprised of all of the following:

y A preliminary review by UnitedHealthcare of the request.
y A referral of the request by UnitedHealthcare to {Be IR
Yy Adecision by the IRO.

Within the applicable timeframe after receipt of the request, UnitedHealthcare will complete
a preliminary review to determine whether the individual for whom the request was
submitted meets all of the following:

Yy Is or was coverathder the Plan at the time the health care service or procedure that
is at issue in the request was provided.

Yy Has exhausted the applicable internal appeals process.

Yy Has provided all the information and forms required so that UnitedHealthcare may
processtte request.

After UnitedHealthcare completes the preliminary review, UnitedHealthcare will issue a
notification in writing to you. If the request is eligible for external review, UnitedHealthcare
will assign an IRO to conduct such review. UnitedHealthilaaesign requests by either
rotating claims assignments among the IROs or by using a random selection process.

The IRO will notify you in writing of the request's eligibility and acceptance for external
review. You may submit in writing to the IRO witkn business days following the date of
receipt of the notice additional information that the IRO will consider when conducting the
external review. The IRO is not required to, but may, accept and consider additional
information submitted by you aftem teusiness days.

UnitedHealthcare will provide to the assigned IRO the documents and information
considered in making UnitedHealthsadtetermination. The documents include:

Yy All relevant medical records.
Yy All other documents relied upon by UnitedHeakhcar

Yy All other information or evidence that you or your Physician submitted. If there is
any information or evidence you or your Physician wish to submit that was not
previously provided, you may include this information with your external review
request ath UnitedHealthcare will include it with the documents forwarded to the
IRO.

In reaching a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reached by UnitedHealtfibareRO will provide written notice

of its determination (the "Final External Review Decision") within 45 days after it receives
the request for the external review (unless they request additional time and you agree). The
IRO will deliver the notice of Final External Review Decision to younitedHkalthcare,

and it will include the clinical basis for the determination.
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Upon receipt of a Final External Review Decision reversing UnitedHealthcare
determination, the Plan will immediately provide coverage or payment for the benefit claim
at issue in accordance with the terms and conditions of the Plan, and any applicable law
regarding plan remedies. If the Final External Review Decision is that payment or referral
will not be made, the Plan will not be obligated to provide Benefits for the health care
service or procedure.

Expedited External Review

An expedited external rewies similar to a standard external review. The most significant
difference between the two is that the time periods for completing certain portions of the
review process are much shorter, and in some instances you may file an expedited external
review bedre completing the internal appeals process.

You may make a written or verbal request for an expedited external review if you receive
either of the following:

Yy An adverse benefit determination of a claim or appeal if the adverse benefit
determination invobs a medical condition for which the time frame for completion
of an expedited internal appeal would seriously jeopardize the life or health of the
individual or would jeopardize the individual's ability to regain maximum function
and you have filed a regtifor an expedited internal appeal.

y A final appeal decision, if the determination involves a medical condition where the
timeframe for completion of a standard external review would seriously jeopardize
the life or health of the individual or would jedize the individual's ability to
regain maximum function, or if the final appeal decision concerns an admission,
availability of care, continued stay, or health care service, procedure or product for
which the individual received emergency servicegsutbeen discharged from
a facility.

Immediately upon receipt of the request, UnitedHealthcare will determine whether the
individual meets both of the following:

Yy Is or was covered under the Plan at the time the health care service or procedure that
is d issue in the request was provided.

Yy Has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the review, UnitedHealthcare will immediately send a
notice in writing to you. Upandetermination that a request is eligible for expedited

external review, UnitedHealthcare will assign an IRO in the same manner UnitedHealthcare
utilizes to assign standard external reviews to IROs. UnitedHealthcare will provide all
necessary documentsl &mformation considered in making the adverse benefit

determination or final adverse benefit determination to the assigned IRO electronically or by
telephone or facsimile or any other available expeditious method. The IRO, to the extent the
information odocuments are available and the IRO considers them appropriate, must
consider the same type of information and documents considered in a standard external
review.
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In reaching a decision, the IRO will review the claim as new and not be bound by any
decisims or conclusions reached by UnitedHealthTheelRO will provide notice of the

final external review decision for an expedited external review as expeditiously as the
claimant's medical condition or circumstances require, but in no event moredhen 72 h
after the IRO receives the request. If the initial notice is not in writing, within 48 hours after
the date of providing the initial notice, the assigned IRO will provide written confirmation of
the decision to you and to UnitedHealthcare.

You may cotact UnitedHealthcare at the-fole number on your ID card for more
information regarding external review rights, or if making a verbal request for an expedited
external review.

Timing of Appeals Determinations

Separate schedules apply to the timiniofs appeals, depending on the type of claim.
There are three types of claims:

Yy Urgent care request for Benefiisrequest for Benefits provided in connection with
urgent care services.

Yy PreService request for Benefitsrequest for Benefits which flan must approve
or in which you must notify UnitedHealthcare beforeungent care is provided.

Yy PostService a claim for reimbursement of the cost of-nayent care that has
already been provided.

Please note that the decision is based only onewbetiot Benefits are available under the
Plan for the proposed treatment or procedure.

You may have the right to external review througidependent Review Orgaiiz@jon

upon the completion of the internal appeal process. Instructions reggrdinghaights,

and how to access those rights, will be provided in the Claims Administrator's decision letter
to you.

The tables below describe the time frames which you and UnitedHealthcare are required to
follow.

Urgent Care Request for Benefits

Type of Request for Benefits or Appeal Timing

If your request for Benefits is incomplete, UnitedHealthc

must notify you within: 24 hours

48 hoursafter
You must then provide completed request for Benefits tq¢  receiving notice of
UnitedHealthcare within: addtional information
required

UnitedHealthcare must notify you of the benefit

determination within: 72 hours
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Urgent Care Request for Benefits

Type of Request for Benefits or Appeal

Timing

If UnitedHealthcare denies your request for Benefits, yo
must appeal an adverse benefit determination no later th

180 daysfter
receiving thadverse
benefit determinatior

UnitedHealthcare must notify you of the appeal decision
within:

72 hoursafter
receiving the appea

“You do not need to submit urgent care appeals in writing. You should call UnitedHeal

soon as possible to apperaliegent care request for Benefits.

Pre-Service Request for Benefits

initial request for Benefits is incomplete), within:

Type of Request for Benefits or Appeal Timing
If your request for Benefits is filed improperly, 5 davs
UnitedHealthcare must notify you within: y
If your request for Benefits is inquiete, UnitedHealthcare

. o 15 days
must notify you within:
You must then provide completed request for Benefits 45 davs
information to UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial request for Bertsfis complete, within: 15 days
y after receiving the completed request for Benefits (if

15 days

You must appeal an adverse benefit determination no la|
than:

180 daysfter
receiving the advers
benefit determination

UnitedHealthcare must notify you of the first level apped
decision within:

15 daysafter receiving
the first level appeal

You must appeal the first level appeal (file a second leve
appeal) within:

60 daysafter receiving
the firstlevel appeal
decision

UnitedHealthcare must notify you of the second level ap
decision within:

15 daysafter receiving
the second level appe

*UnitedHealthcare may require a-ttme extension for the initial claim determination, of n
more than 18ays, only if more time is needed due to circumstances beyond control of
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PostService Claims

Type of Claim or Appeal Timing

If _yo_ur. claim is incomplete, UnitedHealthcare must notify 30 days
within:
You must then provide completed claiformation to 45 davs
UnitedHealthcare within: Y
UnitedHealthcare must notify you of the benefit determination:
y if the initial claim is complete, within: 30 days
y after receiving the completed claim (if the initial claim

incomplete), within: 30 days

180 daysfter
receiving the advers
benefit determinatior

You must appeal an adverse benefit determination no la
than:

UnitedHealthcare must notify you of the first level appea 30 daysafter receiving
decision within: the first level appeal

60 daysafter receiving
the first level appeal
decision

You musiappeal the first level appeal (file a second level
appeal) within:

UnitedHealthcare must notify you of the second level ap| 30 daysafter receiving
decision within: the second level appe

Concurrent Care Claims

If an ongoing course of treatment was previously approved for a specific period of time or
number of treatments, and your request to extend the treatment is an urgent care request for
Benefits as defined above, your request will bedlediim 24 hours, provided your

request is made at least 24 hours prior to the end of the approved treatment.
UnitedHealthcare will make a determination on your request for the extended treatment
within 24 hours from receipt of your request.

If your requst for extended treatment is not made at least 24 hours prior to the end of the
approved treatment, the request will be treated as an urgent care request for Benefits and
decided according to the timeframes described above. {§aimgrcourse of treatmte

was previously approved for a specific period of time or number of treatments, and you
request to extend treatment in a-onagent circumstance, your request will be considered a
new request and decided according tegausice or prgervice timeframsgwhichever

applies.
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Limitation of Action

You cannot bring any legal action against Clermont County or the Claims Administrator to
recover reimbursement until 90 days after you have properly submitted a request for
reimbursement as described in thisweatid all required reviews of your claim have been
completed. If you want to bring a legal action against Clermont County or the Claims
Administrator, you must do so within three years from the expiration of the time period in
which a request for reimbensent must be submitted or you lose any rights to bring such
an action against Clermont County or the Claims Administrator.

You cannot bring any legal action against Clermont County or the Claims Administrator for
any other reason unless you first comalktiee steps in the appeal process described in

this section. After completing that process, if you want to bring a legal action against
Clermont County or the Claims Administrator you must do so within three years of the date
you are notified of the @shdecision on your appeal or you lose any rights to bring such an
action against Clermont County or the Claims Administrator.
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SECTION HCOORDIATION OF BENEFITO B}

What this section includes:
Yy How your Benefits under this Plan coordinate with otbdrcal plans.

Yy How coverage is affected if you become eligible for Medicare.

Yy Procedures in the event the Plan overpays Benefits.

Coordination of Benefits (COB) applies to you if you are covered by more than one health
benefits plan, including any one effillowing:

Yy Another employer sponsored health benefits plan.
Yy A medical component of a group ldagn care plan, such as skilled nursing care.

Yy No-fault or traditional "fault" type medical payment benefits or personal injury
protection benefits under art@insurance policy.

Yy Medical payment benefits under any premises liability or other types of liability
coverage.

Yy Medicare or other govenental lealthbenefit.

If coverage is provided under two or more plans, COB determines which plan is primary
and whiclplan is secondary. The plan considered primary pays its benefits first, without
regard to the possibility that another plan may cover some expenses. Any remaining
expenses may be paid under the other plan, which is considered secondary. The secondary
planmay determine its benefits based on the benefits paid by the primary plan. How much
this Plan will reimburse you, if anything, will also depend in part on the allowable expense.
The term, "allowable expense,"” is further explained below.

Don't forget to update your Dependents' Medical Coverage Information
Avoid delays on your Dependent claims by updating your Dependent's medical §overage
information. Just log on teww.myuhc.comor call the tolfree number on your 1D
card to update your COB informatidfiou will need the name of your Dependent's
other medical coverage, along with the policy number.

Determining Which Plan is Primary

Order of Benefit Determination Rules

If you are covered by two or more plans, the benefit payment follows the rulestbislow in
order:

Yy~ This Plan will always be secondary to medical payment coverage or personal injury
protection coverage under any auto liability daubinsurance policy.

Yy When you have coverage under two or more medical plans and only one has COB
provisionsthe plan without COB provisions will pay benefits first.
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y A plan that covers a person as an employee pays benefits before a plan that covers
the person as a dependent.

y If you are receiving COBRA continuation coverage under another employer plan,
this Plarwill pay Benefits first.

Yy Your dependent children will receive primary coverage from the parent whose birth
date occurs first in a calendar year. If both parents have the same birth date, the plan
that pays benefits first is the one that has been intk&dahgest. This birthday
rule applies only if:

- The parents are married or living together whether or not they have ever been
married and not legally separated.

- A court decree awards joint custody without specifying that one party has the
responsibilityd provide health care coverage.

Yy If two or more plans cover a dependent child of divorced or separated parents and if
there is no court decree stating that one parent is responsible for health care, the
child will be covered under the plan of;

- The parent w#h custody of the child; then

- The Spouse of the parent with custody of the child; then
- The parent not having custody of the child; then

- The Spouse of the parent not having custody of the child.

Plans for active employees pay before plans coveroif daicetired employees.

The plan that has covered the individual claimant the longest will pay first.

<<

Finally, if none of the above rules determines which plan is primary or secondary, the
allowable expenses shall be shared equally between the plaptheeéefinition

of Plan. In addition, this Plan will not pay more than it would have paid had it been
the primary Plan.

The following examples illustrate how the Plan determines which plan pays first and which
plan pays second.

Determining Primary and Seondary Plan- Examples
1) Let's say you and your Spouse both have family medical coverage through your
respective employers. You are unwell and go to see a Physician. Since you're cpvered as a
Participant under this Plan, and as a Dependent under yose'Sptan, this Plan will
pay Benefits for the Physician's office visit first.

2) Again, let's say you and your Spouse both have family medical coverage throlgh your
respective employers. You take your Dependent child to see a Physician. This Hlan will
look at your birthday and your Spouse's birthday to determine which plan pays fifst. If
you were born on June 11 and your Spouse was born on May 30, your Spouse'¢ plan will
pay first.
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When This Plan is Secondary

If this Plan is secondaiydetermines the amount it will pay for a Covered Health Service
by following the steps below.

Yy The Plan determines the amount it would have paid based on the allowable expense.

Yy If this Plan would have paid the same amouns®than the primary plan paid, this
Plan pays no Benefits.

Yy If this Plan would have paid more than the primary plan paid, the Plan will pay the
difference.

You will be responsible for any Copay, Coinsurance or Deductible payments as part of the
COB paymeniThe maximum combined payment you can receive from all plans may be less
than 100% of the allowable expense.

Determining the Allowable Expense If This Plan is Secondary

What is an allowable expense?
For purposes of COB, an allowable expense is a heakixpanse that meets the
definition of a Covered Health Service under this Plan.

When the provider is a Network provider for both the primary plan and this Plan, the
allowable expense is the primary plan's network rate. When the provider is a network
provider for the primary plan and a Adetwork provider for this Plan, the allowable

expense is the primary plan's network rate. When the provider-Setwark provider

for the primary plan and a Network provider for this Plan, the allowable expense is the
reasonable and customary charges allowed by the primary plan. When the provider is a non
Network provider for both the primary plan and this Plan, the allowable expense is the
greater of the two Plans' reasonable and customary charges. If this plataiy sec

Medicare, please also refer to the discussion in the section below, titled "Determining the
Allowable Expense When This Plan is Secondary to Medicare".

When a Covered Person Qualifies for Medicare

Determining Which Plan is Primary

As permitted biaw, this Plan will pay Benefits second to Medicare when you become
eligible for Medicare, even if you don't elect it. There are, however, Médibbre
individuals for whom the Plan pays Benefits first and Medicare pays benefits second:

Yy Employees wlit active current employment status age 65 or older and their Spouses
age 65 or older (however, domestic partners are excluded as provided by Medicare).
Yy Individuals with endtage renal disease, for a limited period of time.

y Disabled individuals under ageafth current employment status and their
Dependents under age 65.
Determining the Allowable Expense When This Plan is Secondary to Medicare

If this Plan is secondary to Medicare, the Medicare approved amount is the allowable
expense, as long as the glevaccepts reimbursement directly from Medicare. If the

114 SECTIONLO- COORDINATIORF BENEFIT$COB)



CLERMONEOUNTWEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

provider accepts reimbursement directly from Medicare, the Medicare approved amount is
the charge that Medicare has determined that it will recognize and which it reports on an
"explanation of Medioa benefits" issued by Medicare (the "EOMB") for a given service.
Medicare typically reimburses such providers a percentage of its approv@dfobrarge

80%.

If the provider does not accept assignment of your Medicare benefits, the Medicare limiting
chage (the most a provider can charge you if they don't accept Mejomaly 115% of

the Medicare approved amount) will be the allowable expense. Medicare payments,
combined with Plan Benefits, will not exceed 100% of the allowable expense.

If you areeligible for, but not enrolled in, Medicare, and this Plan is secondary to Medicare,
or if you have enrolled in Medicare but choose to obtain services from a provider that does
not participate in the Medicare program (as opposed to a provider who doesptot

assignment of Medicare benefits), Benefits will be paid on a secondary basis under this Plan
and will be determined as if you timely enrolled in Medicare and obtained services from a
Medicare participating provider.

When calculating the Plan's Biés @l these situations, and when Medicare does not issue

an EOMB, for administrative convenience UnitedHealthcare will treat the provider's billed
charges for covered services as the allowable expense for both the Plan and Medicare, rather
than the Medica approved amount or Medicare limiting charge.

Medicare Crossover Program

The Plan offers a Medicare Crossover program for Medicare Part A and Part B and Durable
Medical Equipment (DME) claims. Under this program, you no longer have to file a
separate dka with the Plan to receive secondary benefits for these expenses. Your
Dependent will also have this automated Crossover, as long as he or she is eligible for
Medicare and this Plan is your only secondary medical coverage.

Once the Medicare Part A andt®aand DME carriers have reimbursed your health care
provider, the Medicare carrier will electronically submit the necessary information to the
Claims Administrator to process the balance of your claim under the provisions of this Plan.

You can verify thahe automated crossover took place when your copy of the explanation
of Medicare benefits (EOMB) states your claim has been forwarded to your secondary
carrier.

This crossover process does not apply to expenses under Part A of Medicare (hospital
expensgsand to expenses under Part B (Physician office visits) and DME Medicare
expenses or expenses that Medicare does not cover. Yga onistfile claims for these
expenses.

For information about enrollment or if you have questions about the progréma, call
telephone number listed gwe-back-ejour ID card.
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Right to Receive and Release Needed Information

Certain facts about health care coverage and services are needed to apply these COB rules
and to determine benefits payable under this Plan anglatteetUnitedHealthcare may get

the facts needed from, or give them to, other organizations or persons for the purpose of
applying these rules and determining benefits payable under this Plan and other plans
covering the person claiming benefits.

UnitedHeéthcare does not need to tell, or get the consent of, any person to do this. Each
person claiming benefits under this Plan must give UnitedHealthcare any facts needed to
apply those rules and determine benefits payable. If you do not provide UnitedHealthca
the information needed to apply these rules and determine the Benefits payable, your claim
for Benefits will be denied.

Overpayment and Underpayment of Benefits

If you are covered under more than one medical plan, there is a possibility that the other
plan will pay a benefit that the Plan should have paid. If this occurs, the Plan may pay the
other plan the amount owed.

If the Plan pays you more than it owes under this COB provision, you should pay the excess
back promptly. Otherwise, the Company mayweethe amount in the form of salary,

wages, or benefits payable under any Cormpangored benefit plans, including this Plan.

The Company also reserves the right to recover any overpayment by legal action or offset
payments on future Eligible Expenses.

If the Plan overpays a health care provider, UnitedHealthcare reserves the right to recover
the excess amount from the provider pursugRéetond of Overpayrbelaw.

Refund of Overpayments

If the Plan pays for Benefits for expenses incurred on aotau@overed Person, that
Covered Person, or any other person or organization that was paid, must make a refund to
the Plan if:

Yy The Plan's obligation to pay Benefits was contingent on the expenses incurred being
legally owed and paid by the Covered Rdosid all or some of the expenses were
not paid by the Covered Person or did not legally have to be paid by the Covered
Person.

Yy All or some of the payment the Plan made exceeded the Benefits under the Plan.

y  All or some of the payment was made in error.

The amount that must be refunded equals the amount the Plan paid in excess of the amount
that should have been paid under the Plan. If the refund is due from another person or
organization, the Covered Person agrees to help the Plan get the refund vegheh reque

If the refund is due from the Covered Person and the Covered Person does not promptly
refund the full amount owed, the Plan may recover the overpayment by reallocating the
overpaid amount to pay, in whole or in part, future Benefits for the Comema tRat are
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payable under the Plan. If the refund is due from a person or organization other than the
Covered Person, the Plan may recover the overpayment by reallocating the overpaid amount
to pay, in whole or in part, (i) future Benefits that arbélpagaonnection with services

provided to other Covered Persons under the Plan; or (ii) future Benefits that are payable in
connection with services provided to persons under other plans for which UnitedHealthcare
makes payments, pursuant to a transdotighich the Plan's overpayment recovery rights

are assigned to such other plans in exchange for such plans' remittance of the amount of the
reallocated payment. The reallocated payment amount will equal the amount of the required
refund or, if less thahe full amount of the required refund, will be deducted from the

amount of refund owed to the Plan. The Plan may have other rights in addition to the right

to reallocate overpaid amounts and other enumerated rights, including the right to
commence a lelgaction.
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SECTION 1ISUBROGHON AND REIMBURSEWE

The Plan has a right to subrogation and reimbursétnerftter ences t o Oyouo
thisSubrogation and Reimbusssti@mishall include you, your estate and your heirs and
beneficiaries unlestherwise stated.

Subrogation applies when the plan has paid Benefits on your behalf for a Sickness or Injury
for which any third party is allegedly responsible. The right to subrogation means that the
Plan is substituted to and shall succeed to anl kgalaclaims that you may be entitled to
pursue against any third party for the Benefits that the Plan has paid that are related to the
Sickness or Injury for which any third party is considered responsible.

Subrogationd Example

Suppose you are injulieca car accident that is not your fault, and you receive Berjefits
under the Plan to treat your injuries. Under subrogation, the Plan has the right td take
legal action in your name against the driver who caused the accident and that dfiver's
insurance cder to recover the cost of those Benefits.

The right to reimbursement means that if it is alleged that any third party caused or is
responsible for a Sickness or Injury for which you receive a settlement, judgment, or other
recovery from any third parjypu must use those proceeds to fully return to the Plan 100%
of any Benefits you receive for that Sickness or Meyight of reimbursement shall

apply to any Benefits received at any time until the rights are extinguished, resolved or
waived in wrihg.

Reimbursementd Example
Suppose you are injured in a boating accident that is not your fault, and you recgive

Benefits under the Plan as a result of your injuries. In addition, you receive a setflement in
a court proceeding from the individual wheeduhe accident. You must use the
settlement funds to return to the plan 100% of any Benefits you received to treaf your
injuries.

The following persons and entities are considered third parties:

y A person or entity alleged to have caused you to sBftéinass, Injury or damages, or
who is legally responsible for the Sickness, Injury or damages.

Any insurer or other indemnifier of any person or entity alleged to have caused or who
caused the Sickness, Injury or damages.

y
Yy The Pl an Sponsnpensaiion case onother katter alléging l@mbility.
y

Any person or entity who is or may be obligated to provide Benefits or payments to you,
including Benefits or payments for underinsured or uninsured motorist proteetion, no
fault or traditional auto insurce, medical payment coverage (auto, homeowners or
otherwise), workers' compensation coverage, other insurance carriers or third party
administrators.
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Yy Any person or entity against whom you may have any claim for professional and/or legal
malpractice arigj out of or connected to a Sickness or Injury you allege or could have
alleged were the responsibility of any third party.

Yy Any person or entity that is liable for payment to you on any equitable or legal liability
theory.

You agree as follows:

Yy You will coperate with the Plan in protecting its legal and equitable rights to
subrogation and reimbursement in a timely manner, including, but not limited to:

- Notifying the Plan, in writing, of any potential legal claim(s) you may have against
any third party foacts which caused Benefits to be paid or become payable.

- Providing any relevant information requested by the Plan.

- Signing and/or delivering such documents as the Plan or its agents reasonably
request to secure the subrogation and reimbursement claim.

- Respnding to requests for information about any accident or injuries.

- Making court appearances.

- Obtaining the Plands consent or its agents' consent bef
liability or payment of medical expenses.

- Complying with the terms of this $ewat

Your failure to cooperate with the Plan is considered a breach of contract. As such, the Plan
has the right to terminate your Benefits, deny future Benefits, take legal action against you,
and/or set off from any future Benefits the value of BetleditBlan has paid relating to

any Sickness or Injury alleged to have been caused or caused by any third party to the extent
not recovered by the Plan due to you or your representative not cooperating with the Plan.

If the Plan incurs attorneys' fees avgiscin order to collect third party settlement funds

held by you or your representative, the Plan has the right to recover those fees and costs
from you. You will also be required to pay interest on any amounts you hold which should
have been returnedttee Plan.

Yy The Plan has a first priority right to receive payment on any claim against any third party
before you receive payment from that third party. Further
to payment is superior to any and all claims, debts or $ieredaby any medical
providers, including but not limited to hospitals or emergency treatment facilities, that
assert a right to payment from funds payable from or recovered from an allegedly
responsible third party and/or insurance carrier.

Yy The Pubagatios andreimbursement rights apply to full and partial settlements,
judgments, or other recoveries paid or payable to you or your representative, your estate,
your heirs and beneficiaries, no matter how those proceeds are captioned or
characterizedayments include, but are not limited to, economigcaomic,
pecuniary, consortium and punitive damages. The Plan is not required to help you to
pursue your claim for damages or personal injuries and no amount of associated costs,

including attornegs f ees, shall be deducted from the Plands recover.y
express written consent. Noecsdled "Fund Doctrine" or "Common Fund Doctrine" or
"Attorney6s Fund Doctrine" shal/l defeat this right.

119 SECTION. 1- SUBROGNONANDREIMBURSEMENT



CLERMONEOUNTWEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

<,

< <

Regardless of whether you have been fully congzbosatade whole, the Plan may

collect from you the proceeds of any full or partial recovery that you or your legal
representative obtain, whether in the form of a settlement (either before or after any
determination of liability) or judgment, no mattev timse proceeds are captioned or
characterized. Proceeds from which the Plan may collect include, but are not limited to,
economic, noeconomic, and punitive damages. No "collateral source" rule, any "Made
Whole Doctrine" or "Mak®/hole Doctrine," clairaf unjust enrichment, nor any other

equi table |imitation shall Il imit the Planos

Benefits paid by the Plan may also be considered to be Benefits advanced.

If you receive any payment from any party as a result of Sarkimgsry, and the Plan
alleges some or all of those funds are due and owed to the Plan, you and/or your
representative shall hold those funds in trust, either in a separate bank account in your
name or in your representative's trust account.

By partighating in and accepting Benefits from the Plan, you agree that (i) any amounts
recovered by you from any third party shall constitute Plan assets to the extent of the
amount of Plan Benefits provided on behalf of the Covered Person, (ii) you and your
representative shall be fiduciaries of the Plan (within the meaning of ERISA) with
respect to such amounts, and (iii) you shall be liable for and agree to pay any costs and
fees (including reasonable attorney fees) incurred by the Plan to enforce its
reimburserant rights.

The Plan6s rights to recovery will not be

By participating in and accepting Benefits from the Plan, you agree to assign to the Plan
any Benefits, claims or rights of recovery you have under any autonopile pol

including nefault Benefits, PIP Benefits and/or medical payment Berwfiesr

coverage or against any third party, to the full extent of the Benefits the Plan has paid for
the Sickness or Injury. By agreeing to provide this assignment in dachange

participating in and accepting Benefits,

to assert, pursue and recover on any such claim, whether or not you choose to pursue
the claim, and you agree to this assignment voluntarily.

The Plan may, at ibption, take necessary and appropriate action to preserve its rights
under these provisions, including but not limited to, providing or exchanging medical

payment information with an insurer, t he

party; filingan ERISA reimbursement lawsuit to recover the full amount of medical
Benefits you receive for the Sickness or Injury out of any settlement, judgment or other
recovery from any third party considered responsible and filing suit in your name or your
e s t mame, dvlsch does not obligate the Plan in any way to pay you part of any
recovery the Plan might obtain. Any ERISA reimbursement lawsuit stemming from a
refusal to refund Benefits as required under the terms of the Plan is governed by a six
year statutefdimitations.

You may not accept any settlement that does not fully reimburse the Plan, without its
written approval.

The Plan has the authority and discretion to resolve all disputes regarding the
interpretation of the language stated herein.

120 SECTION. 1- SUBROGNONANDREIMBURSEMENT

nsurerds

subrogation

reduced due t

acknowl edge

| egal

a



CLERMONEOUNTWEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

y In the casef your death, giving rise to any wrongful death or survival claim, the
provisions of this section apply to your estate, the personal representative of your estate,
and your heirs or beneficiaries. In the case of your deat
reimbursenm@ and right of subrogation shall apply if a claim can be brought on behalf
of you or your estate that can include a claim for past medical expenses or damages. The
obligation to reimburse the Plan is not extinguished by a release of claims or settlement
agreement of any kind.

Yy No allocation of damages, settlement funds or any other recovery, by you, your estate,
the personal representative of your estate, your heirs, your beneficiaries or any other
person or party, shall be valid if it does not reimbueg&lah for 100% of its interest
unless the Plan provides written consent to the allocation.

Yy The provisions of this section apply to the parents, guardian, or other representative of a
Dependent child who incurs a Sickness or Injury caused by any thitélaoperent or
guardian may bring a claim for damages arising out of a minor's Sickness or Injury, the
terms of this subrogation and reimbursement clause shall apply to that claim.

y If any third party causes or is alleged to have caused you to sukfersas 8r Injury
while you are covered under this Plan, the provisions of this section continue to apply,
even after you are no longer covered.

Yy In the event that you do not abide by the terms of the Plan pertaining to reimbursement,
the Plan may terminaBenefits to you, your dependents or the participant, deny future
Benefits, take legal action against you, and/or set off from any future Benefits the value
of Benefits the Plan has paid relating to any Sickness or Injury alleged to have been
caused or caed by any third party to the extent not recovered by the Plan due to your
failure to abide by the terms of the Plan. If the Plan incurs attorneys' fees and costs in
order to collect third party settlement funds held by you or your representative, the Plan
has the right to recover those fees and costs from you. You will also be required to pay
interest on any amounts you hold which should have been returned to the Plan.

y The Plan and all Administrators administering the terms a
sulrogation and reimbursement rights have such powers and duties as are necessary to
discharge its duties and functions, including the exercise of its discretionary authority to
(1) construe and enforce the terghtss of the Plands subrogat
and (2) make determinations with respect to the subrogation amounts and
reimbursements owed to the Plan.

Right of Recovery
The Plan also has the right to recover Benefits it has paid on you or your Dependent's behalf
that were:

Yy Made in error.

y  Due to amistake in fact.

Yy Advanced during the time period of meeting the calendar year Deductible.

y

Advanced during the time period of meeting theo®Bbcket Maximum for the
calendar year.
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Benefits paid because you or your Dependent misrepresented factsubjeetiso
recovery.

If the Plan provides a Benefit for you or your Dependent that exceeds the amount that
should have been paid, the Plan will:

Yy Require that the overpayment be returned when requested.

Yy Reduce a future Benefit payment for you or your @epeby the amount of the
overpayment.

If the Plan provides an advancement of Benefits to you or your Dependent during the time
period of meeting the Deductible and/or meeting theoBBbcket Maximum for the

calendar year, the Plan will send you of3gpendent a monthly statement identifying the
amount you owe with payment instructions. The Plan has the right to recover Benefits it has
advanced by:

Yy Submitting a reminder letter to you or a covered Dependent that details any
outstanding balance owedte Plan.

Yy Conducting courtesy calls to you or a covered Dependent to discuss any outstanding
balance owed to the Plan.
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SECTION 2VHEN CZERAGE ENDS

What this section includes:
y Circumstances that cause coverage to end.

Yy How to continue coverage aftegrils.

Your entitlement to Benefits automatically ends on the date that coverage ends, even if you
are hospitalized or are otherwise receiving medical treatment on that date.

When your coverage ends, Clermont County will still pay claims for Coveresidrigeadtt

that you received before your coverage ended. However, once your coverage ends, Benefits
are not provided for health services that you receive after coverage ended, even if the
underlying medical condition occurred before your coverage ended.

Yourcoverage under the Plan will end on the earliest of:

Yy Thelast day of the mongfour employment with the Company ends.
The date the Plan ends.

Thelast day of the mongfou stop making the required contributions.
Thelast day of the montfou are no longer eligible.

Thelast day of the montbnitedHealthare receives written notice from Clermont
County to end your coverage, or the date requested in the notice, if later.

<SS S

Thelast day of the montfou retire or are pensioned under the Plan, unless specific
coverage is available for retired or pensionsdr@eand you are eligible for that
coverage.

Coverage for your eligible Dependents will end on the earliest of:

Yy The date your coverage ends.
Thelast day of the mongfou stop making the required contributions.

y
Yy Thelast day of the montbnitedHealthcar receives written notice from Clermont
County to end your coverage, or the date requested in the notice, if later.

y

Thelast day of the mongfour Dependents no longer qualify as Dependents under
this Plan.

Other Events Ending Your Coverage

The Plan wilprovide at least thirty days' prior written notice to you that your coverage will
end on the date identified in the notice if you commit an act, practice, or omission that
constituted fraud, or an intentional misrepresentation of a material fact inoltidiag

limited to, knowingly providing incorrect information relating to another person's eligibility
or status as a Dependent. You may appeal this decision durirdethe@fre period. The
notice will contain information on how to pursue your &ppea
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Note: If UnitedHealthcare and Clermont County find that you have performed an act,
practice, or omission that constitutes fraud, or have made an intentional misrepresentation
of material fact, Clermont County has the right to demand that you palyBerufitd

Clermont County paid to you, or paid in your name, during the time you were incorrectly
covered under the Plan.

Coverage for a Disabled Dependent Child

Coverage for an unmarried enrolled Dependent child who is disabled will not end just
becauséhe child has reached a certain age. The Plan will extend the coverage for that child
beyond the limiting age if both of the following are true regarding the enrolled Dependent
child:

Yy Is not able to be sedipporting because of mental or physical harafickgability.

Yy Depends mainly on you for support.

Coverage will continue as long as the enrolled Dependent is medically certified as disabled
and dependent unless coverage is otherwise terminated in accordance with the terms of the
Plan.

The Plan will askou to furnish proof of the medical certification of disability within 31 days

of the date coverage would otherwise have ended because the child reached a certain age.
Before the Plan agrees to this extension of coverage for the child, the Plan enthatexjuir
Physician chosen by the Plan examine the child. The Plan will pay for that examination.

The Plan may continue to ask you for proof that the child continues to be disabled and
dependent. Such proof might include medical examinations at theptass. élowever,
the Plan will not ask for this information more than once a year.

If you do not provide proof of the child's disability and dependency within 31 days of the
Plan's request as described above, coverage for that child will end.

Continuing Ceerage Through COBRA

If you lose your Plan coverage, you may have the right to extend it uBdestidated
Omnibus Budget Reconciliation Act of 1985 &S@Bfed in Section Glpssary

Continuation coverage und®BRAIs available only todeis that are subject to the terms
of COBRA You can contact your Plan Administrator to determine if Clermont County is
subject to the provisions GOBRA

Continuation Coverage under Federal Law (COBRA)

Much of the language in this section comes fronedeedl law that governs continuation
coverage. You should call your Plan Administrator if you have questions about your right to
continue coverage.

In order to be eligible for continuation coverage under federal law, you must meet the
definition of a "Quéied Beneficiary". A Qualified Beneficiary is any of the following
persons who were covered under the Plan on the day before a qualifying event:
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<,

A Participant.

<,

A Participant's enrolled Dependent, including with respect to the Participant's
children, a chd born to or placed for adoption with the Participant during a period
of continuation coverage under federal law.

y A Participant's former Spouse.

y If eligible for COBRA through the OPERS or Social Security disability definition,
the member is still eligititecontinue their COBRA coverage.

Qualitying Events for Continuation Coverage under COBRA

The following table outlines situations in which you may elect to continue coverage under
COBRA for yourself and your Dependents, and the maximum length of tcae you
receive continued coverage. These situations are considered qualifying events.

If Coverage Ends Because of You May Elect COBRA:
the Following Qualifying For Your
Events: For Yourself | For Your Spouse| Child(ren)

Your work hours are reduced 18 months 18 months 18 months
Your employment terminates fo
any reason (other than gross 18 months 18 months 18 months
misconduct)
You or your family member
become eligible for Social Secu
disability benefits at any time 29 months 29 months 29 months
within the first 60 days of losing
covaagé
You die N/A 36 months 36 months
You divorce (or legally separate N/A 36 months 36 months
Your child is no longer an eligib
family member (e.g., reaches th N/A N/A 36 months
maximum age limit)

. . See table
You become entitleld Medicare N/A See table below =
Clermont County files for
bankruptcy under Title 11, Unite 36 months 36 months | 36 month
States Code.
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1Subject to the following conditions: (i) notice of the disability must be provided within tife lates

60 days after a). the determination of the disability, b). the date of the qualifying event, c). the date
the Qualified Beneficiary would lose coverage under the Plan, and in no event later than the end of
the first 18 months; (ii) the Qualified Beamafy must agree to pay any increase in the required
premium for the additional 11 months over the original 18 months; and (iii) if the Qualified
Beneficiary entitled to the 11 months of coverage hatsadated family members who are also
Qualified Berfeciaries, then those ndlisabled Qualified Beneficiaries are also entitled to the
additional 11 months of continuation coverage. Notice of any final determination that the Qualified
Beneficiary is no longer disabled must be provided within 30 dapisdeftetrnination. Thereafter,
continuation coverage may be terminated on the first day of the month that begins more than 30
days after the date of that determination.

2This is a qualifying event for any retired Participant and his or her enrolled Dejf¢heenis a
substantial elimination of coverage within one year before or after the date the bankruptcy was filed.

3From the date of the Participant's death if the Participant dies during the continuation coverage.

How Your Medicare Eligibility Affects Dependent COBRA Coverage

The table below outlines how your Dependents' COBRA coverage is impacted if you
become entitled to Medicare.

You May Elect
If Dependent Coverage Ends When: COBRA Dependent
Coverage For Up To:

You become entitled to Medicare aod'tdexperience any

additional qualifying events 18 months
You become entitled to Medicare, after which you exper
a second qualifying event* before the initiaddi®th period 36 months

expires

You experience a qualifying event*, after which yombeec
entitled to Medicare before the initiahiéth period
expires; and, if absent this initial qualifying event, your 36 months
Medicare entitlement would have resulted in loss of
Dependent coverage under the Plan

* Your work hours are reduced or yaupbyment is terminated for reasons other than gross
misconduct.

Getting Started

You will be notified by mail if you become eligible for COBRA coverage as a result of a
reduction in work hours or termination of employment. The notification will give you
instructions for electing COBRA coverage, and advise you of the monthly cost. Your
monthly cost is the full cost, including both Participant and Employer costs, plus a 2%
administrative fee or other cost as permitted by law.

You will have up to 60 days frome date you receive notification or 60 days from the date
your coverage ends to elect COBRA coverage, whichever is later. You will then have an
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additional 45 days to pay the cost of your COBRA coverage, retroactive to the date your
Plan coverage ended.

During the 6@lay election period, the Plan will, only in response to a request from a
provider, inform that provider of your right to elect COBRA coverage, retroactive to the
date your COBRA eligibility began.

While you are a patrticipant in the medicalu?idar COBRA, you have the right to change
your coverage election:

y' During Open Enroliment.

Yy Following a change in family status, as describedGivedgging Your Covierage
Section 2Introduction

Notification Requirements

If your covered Dependents laserage due to divorce, legal separation, or loss of
Dependent status, you or your Dependents must notify the Plan Administrator within 60
days of the latest of:

Yy The date of the divorce, legal separation or an enrolled Dependent's loss of eligibility
as a enrolled Dependent.

Yy The date your enrolled Dependent would lose coverage under the Plan.

Yy The date on which you or your enrolled Dependent are informed of your obligation
to provide notice and the procedures for providing such notice.

You or your Dependénmust also notify the Plan Administrator when a qualifying event
occurs that will extend continuation coverage.

If you or your Dependents fail to notify the Plan Administrator of these events within the 60
day period, the Plan Administrator is not digliyeo provide continued coverage to the
affected Qualified Beneficiary. If you are continuing coverage under federal law, you must
notify the Plan Administrator within 60 days of the birth or adoption of a child.

Once you have notified the Plan Admintistrgou will then be notified by mail of your
election rights under COBRA.

Notification Requirements for Disability Determination

If you extend your COBRA coverage beyond 18 months because you are eligible for
disability benefits from Social Security nyest provide Human Resoureeth notice of

the Social Security Administration's determination within 60 days after you receive that
determination, and before the end of your initiahd&h continuation period.

The notice requirements will be satidfie providing written notice to the Plan
Administrator at the address stated in Sectiomfértant Administrative Information:. ERISA
The contents of the notice must be such that the Plan Administrator is able to determine the
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covered Employee and dfiedl beneficiary(ies), the qualifying event or disability, and the
date on which the qualifying event occurred.

Trade Act of 2002

The Trade Act of 2002 amended COBRA to provide for a special sedagdC8DBRA

election period for certain Participants Wwéee experienced a termination or reduction of
hours and who lose group health plan coverage as a result. The special second COBRA
election period is available only to a very limited group of individuals: generally, those who
are receiving trade adjustiressistance (TAA) or ‘alternative trade adjustment assistance’
under a federal law called the Trade Act of 1974. These Participants are entitled to a second
opportunity to elect COBRA coverage for themselves and certain family members (if they
did not aleady elect COBRA coverage), but only within a limited period of 60 days from the
first day of the month when an individual begins receiving TAA (or would be eligible to
receive TAA but for the requirement that unemployment benefits be exhausted) and only
during the six months immediately after their group health plan coverage ended.

If a Participant qualifies or may qualify for assistance under the Trade Act of 1974, he or she
should contact the Plan Administrator for additional information. The Partiisant

contact the Plan Administrator promptly after qualifying for assistance under the Trade Act
of 1974 or the Participant will lose his or her special COBRA rights. COBRA coverage
elected during the special second election period is not retroabtweate that Plan

coverage was lost, but begins on the first day of the special second election period.

When COBRA Ends
COBRA coverage will end before the maximum continuation period, on the earliest of the
following dates:
Yy The date, after electing conéitian coverage, that coverage is first obtained under
any other group health plan.

The date, after electing continuation coverage, that you or your covered Dependent
first becomes entitled to Medicare.

The date coverage ends for failure to make theetjtsted premium payment
(premium is not paid within 45 days).

(premium is not paid within 30 days of its due date).

y
y
Yy The date coverage ends for failure to make any other monthly premium payment
Yy The date the entire Plan ends.

y

The date coverage would othesvte&gminate under the Plan as described in the
beginning of this section.

Note: If you selected continuation coverage under a prior plan which was then replaced by
coverage under this Plan, continuation coverage will end as scheduled under the prior plan
or in accordance with the terminating events listed in this section, whichever is earlier.
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Uniformed Services Employment and Reemployment Rights Act

A Participant who is absent from employment for more than 30 days by reason of service in
the Uniformed Seises may elect to continue Plan coverage for the Participant and the
Participant's Dependents in accordance with the Uniformed Services Employment and
Reemployment Rights Act of 1994, as amended (USERRA).

The terms "Uniformed Services" or "Military Sérmiean the Armed Forces, the Army
National Guard and the Air National Guard when engaged in active duty for training,
inactive duty training, or ftilne National Guard duty, the commissioned corps of the
Public Health Service, and any other categogysis designated by the President in time
of war or national emergency.

If qualified to continue coverage pursuant to the USERRA, Participants may elect to
continue coverage under the Plan by notifying the Plan Administrator in advance, and
providing payent of any required contribution for the health coverage. This may include
the amount the Plan Administrator normally pays on a Participant's behalf. If a Participant's
Military Service is for a period of time less than 31 days, the Participant magootte

to pay more than the regular contribution amount, if any, for continuation of health
coverage.

A Participant may continue Plan coverage under USERRA for up to the lesser of:

Yy The 24 month period beginning on the date of the Participant's almaneerk.

Yy The day after the date on which the Participant fails to apply for, or return to, a
position of employment.

Regardless of whether a Participant continues health coverage, if the Participant returns to a
position of employment, the Participantalthecoverage and that of the Participant's

eligible Dependents will be reinstated under the Plan. No exclusions or waiting period may
be imposed on a Participant or the Participant's eligible Dependents in connection with this
reinstatement, unless a B&ds or Injury is determined by the Secretary of Veterans Affairs

to have been incurred in, or aggravated during, the performance of military service.

You should call the Plan Administrator if you have questions about your rights to continue
health coveragunder USERRA.
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SECTION tDTHERMPORTANT INFORMATION

What this section includes:
Yy Courtordered Benefits for Dependent children.

Your relationship with UnitedHealthcare and Clermont County.
Relationships with providers.

Interpretation of Benefits.

Information and records.

Incentives to providers and you.

The future of the Plan.

<SS NS

How to access the official Plan documents.

Quialified Medical Child Support Orders (QMCSOs)

A qualified medical child support order (QMCSO) is a judgment, decree or ordey ssued
court or appropriate state agency that requires a child to be covered for medical benefits.
Generally, a QMCSO is issued as part of a paternity, divorce, or other child support
settlement.

If the Plan receives a medical child support order for yitmlithatt instructs the Plan to

cover the child, the Plan Administrator will review it to determine if it meets the
requirements for a QMCSO. If it determines that it does, your child will be enrolled in the
Plan as your Dependent, and the Plan will beedda pay Benefits as directed by the
order.

You may obtain, without charge, a copy of the procedures governing QMCSOs from the
Plan Administrator.

Note: A National Medical Support Notice will be recognized as a QMCSO if it meets the
requirements of a QUS0.

Your Relationship with UnitedHealthcare and Clermont County

In order to make choices about your health care coverage and treatment, Clermont County
believes that it is important for you to understand how UnitedHealthcare interacts with the
Plan Sponsts benefit Plan and how it may affect you. UnitedHealthcare helps administer
the Plan Sponsor's benefit plan in which you are enrolled. UnitedHealthcare does not
provide medical services or make treatment decisions. This means:

Yy UnitedHealthcare communiesito you decisions about whether the Plan will cover
or pay for the health care that you may receive. The Plan pays for Covered Health
Services, which are more fully described in this SPD.

Yy The Plan may not pay for all treatments you or your Physicibalienas are
necessary. If the Plan does not pay, you will be responsible for the cost.
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Clermont County and UnitedHealthcare may use individually identifiable information about
you to identify for you (and you alone) procedures, products or servicasrtet find

valuable. Clermont County and UnitedHealthcare will use individually identifiable
information about you as permitted or required by law, including in operations and in
research. Clermont County and UnitedHealthcare will-igentifed data focommercial
purposes including research.

Relationship with Providers

The Claims Administrator has agreements in place that govern the relationships
between it andClermont Countyand Network providers, some of which are affiliated
providers. Network provders enter into agreements with the Claims Administrator to
provide Covered Health Services to Covered Persons.

Clermont Countyand UnitedHealthcare do not provide health care services or
supplies, nor do they practice medicine. Instead;lermont Countyand
UnitedHealthcare arrange for health care providers to participate in a Network and
administer payment of Benefits. Network providers are independent practitioners
who run their own offices and facilities. UnitedHealthcare's credentialing process
confirms public information about the providers' licenses and other credentials, but
does not assure the quality of the services provided. They are @d¢rmont Countyd s
employees nor are they employees of UnitedHealthcai@lermont Countyand
UnitedHealthcare are not responsible for any act or omission of any provider.

UnitedHealthcare is not considered to be an employer of the Plan Administrator for
any purpose with respect to the administration or provision of benefits under this
Plan.

Clermont Countyis soldy responsible for:

Yy Enrollment and classification changes (including classification changes resulting
in your enrollment or the termination of your coverage).

The timely payment of the service fee to UnitedHealthcare.

y
Yy The funding of Benefits on a timely bais.
y

Notifying you of the termination or modifications to the Plan.
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previded. They
Jealthcare

y—Enrelimentand-classification-changes-(ineluding-classification-ehangesresulting in
vonronelmonte R lorminoden-s et eaverage),

y—TFhe-timely-payment-ofthe-seeviee-to-UnitedHealtheare.
vy Thefunding of Benefits-on-a timely basis.
. i ” N Gificati he Plan.

Your Relationship with Providers
The relationship between you and any provider is that of provider and patient.

Yy You are rgmonsible for choosing your own provider.

Yy You are responsible for paying, directly to your provider, any amount identified as a
member responsibility, includi@ginsurance, any deductible and any amount that
exceeds Eligible Expenses.

You are responsibier paying, directly to your provider, the cost of any non
Covered Health Service.

You must decide if any provider treating you is right for you. This includes Network
providers you choose and providers to whom you have been referred.

Must decide with yomrovider what care you should receive.

<SS

Your provider is solely responsible for the quality of the services provided to you.

The relationship between you and Clermont County is that of employer and employee,
Dependent or other classification as defindteisPD.
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Interpretation of Benefits
Clermont County and UnitedHealthcare have the sole and exclusive discretion to:

Yy Interpret Benefits under the Plan.

Yy Interpret the other terms, conditions, limitations and exclusions of the Plan,
including this SPD and aBymmary of Material Modifications and/or
Amendments.

Yy Make factual determinations related to the Plan and its Benefits.

Clermont County and UnitedHealthcare may delegate this discretionary authority to other
persons or entities that provide services ande¢g the administration of the Plan.

In certain circumstances, for purposes of overall cost savings or efficiency, Clermont County
may, in its discretion, offer Benefits for services that would otherwise not be Covered Health
Services. The fact that @ent County does so in any particular case shall not in any way

be deemed to require Clermont County to do so in other similar cases.

Review and Determine Benefits in Accordance with UnitedHealthcare
Reimbursement Policies

UnitedHealthcare develops itsmairsement policy guidelines, in its sole discretion, in
accordance with one or more of the following methodologies:

Yy As indicated in the most recent edition of the Current Procedural Terminology
(CPT), a publication of the American Medical Associatidar grelCenters for
Medicare and Medicaid Services (CMS)

As reported by generally recognized professionals or publications.

<,

Yy As used for Medicare.

Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate sources or deterations that UnitedHealthcare accepts.

Following evaluation and validation of certain provider billings (e.g., error, abuse and fraud
reviews), UnitedHealthcare's reimbursement policies are applied to provider billings.
UnitedHealthcare shares it's rai,sbment policies with Physicians and other providers in
UnitedHealthcare's Network through UnitedHealthcare's provider website. Network
Physicians and providers may not bill you for the difference between their contract rate (as
may be modified by UnitedHlthcare's reimbursement policies) and the billed charge.
However, nosNetwork providers are not subject to this prohibition, and may bill you for
any amounts the Plan does not pay, including amounts that are denied because one of
UnitedHealthcare's reinmsement policies does not reimburse (in whole or in part) for the
service billed. You may obtain copies of UnitedHealthcare's reimbursement policies for
yourself or to share with your aRBtwork Physician or provider by going to
www.myuhc.comor by callig the telephone number on your ID card.
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UnitedHealthcare may apply a reimbursement methodology estabiBtednrysight

and/or a third party vendor, which is base@€MScoding principles, to determine

appropriate reimbursement levels for EmergeraiyhHgervices. The methodology is

usually based on elements reflecting the patient complexity, direct costs, and indirect costs of
an Emergency Health Service. If the methodology(ies) currently in use become no longer
available, UnitedHealthcare will useraparable methodology(ies). UnitedHealthcare and
Optuminsigire related companies through common ownershipitedHealth GroRefer

to Unit edHeal wwwanguhecdnsfor wferimation regardang the vendor

that provides the applicable huetology.

Information and Records

Clermont County and UnitedHealthcare may use your individually identifiable health
information to administer the Plan and pay claims, to identify procedures, products, or
services that you may find valuable, and as atbgrevimitted or required by law. Clermont
County and UnitedHealthcare may request additional information from you to decide your
claim for Benefits. Clermont County and UnitedHealthcare will keep this information
confidential. Clermont County and Unitedtieare may also use youidintified data

for commercial purposes, including research, as permitted by law.

By accepting Benefits under the Plan, you authorize and direct any person or institution that
has provided services to you to furnish Clermomt@and UnitedHealthcare with all
information or copies of records relating to the services provided to you. Clermont County
and UnitedHealthcare have the right to request this information at any reasonable time. This
applies to all Covered Persons, @ictyenrolled Dependents whether or not they have

signed the Participant's enrollment form. Clermont County and UnitedHealthcare agree that
such information and records will be considered confidential.

Clermont County and UnitedHealthcare have the righieese any and all records

concerning health care services which are necessary to implement and administer the terms
of the Plan, for appropriate medical review or quality assessment, or as Clermont County is
required to do by law or regulation. During after the term of the Plan, Clermont County

and UnitedHealthcare and its related entities may use and transfer the information gathered
under the Plan in a-it¢entified format for commercial purposes, including research and
analytic purposes.

For compéte listings of your medical records or billing statements Clermont County
recommends that you contact your health care provider. Providers may charge you
reasonable fees to cover their costs for providing records or completing requested forms.

If you reqeest medical forms or records from UnitedHealthcare, they also may charge you
reasonable fees to cover costs for completing the forms or providing the records.

In some cases, as permitted by law, Clermont County and UnitedHealthcare will designate
other pesons or entities to request records or information from or related to you, and to

release those records as necessary. UnitedHealthcare's designees have the same rights to this
information as does the Plan Administrator.
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Incentives to Providers

Network provders may be provided financial incentives by UnitedHealthcare to promote
the delivery of health care in a cost efficient and effective manner. These financial incentives
are not intended to affect your access to health care.

Examples of financial incems/for Network providers are:

Yy Bonuses for performance based on factors that may include quality, member
satisfaction, and/or cosffectiveness.

y A practice called capitation which is when a group of Network providers receives a
monthly payment from Unitedtdlthcare for each Covered Person who selects a
Network provider within the group to perform or coordinate certain health services.
The Network providers receive this monthly payment regardless of whether the cost
of providing or arranging to provide thev€red Person's health care is less than or
more than the payment.

Yy Bundled payments- certain Network providers receive a bundled payment for
a group of Covered Health Services for a particular procedure or medical
condition. Your Copayment and/or Coinsurace will be calculated based on
the provider type that received the bundled payment. The Network providers
receive these bundled payments regardless of whether the cost of providing or
arranging to provide the Covered Person's health care is less than @rm
than the payment. If you receive followip services related to a procedure
where a bundled payment is made, an additional Copayment and/or
Coinsurance may not be required if such followp services are included in
the bundled payment. You may receiveosne Covered Health Services that
are not considered part of the inclusive bundled payment and those Covered
Health Services would be subject to the applicable Copayment and/or
Coinsurance as described in youSchedule of Benefits.

If you have any questioregarding financial incentives you may contact the telephone
number on your ID card. You can ask whether your Network provider is paid by any
financial incentive, including those listed above; however, the specific terms of the contract,
including ratesfgayment, are confidential and cannot be disclosed. In addition, you may
choose to discuss these financial incentives with your Network provider.

Incentives to You

Sometimes you may be offered coupons, enhanced Benefits, or other incentives to
encourageoy to participate in various wellness programs or certain disease management
programs, surveys, discount programs and/or programs to seek care in a more cost effective
setting and/or from Designated Providers. In some instances, these programs may be
offered in combination with a ndynitedHealthcare entity. The decision about whether or

not to participate is yours alone but Clermont County recommends that you discuss
participating in such programs with your Physician. These incentives are not Beftefits and
not alter or affect your Benefits. You may call the number on your ID card if you have any
questions. Additional information may be found in Sect@imital Programs and Resources
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Rebates and Other Payments

Clermont County and UnitedHealthcare reegive rebates for certain drugs that are
administered to you in a Physician's office, or at a Hospital or Alternate Facility. This
includes rebates for those drugs that are administered to you before you meet your Annual
Deductible. Clermont County anditédHealthcarmay pass a portion of these rebates on

to you. When rebates are passed on to you, they may be taken into account in determining
yourCoinsurance.

Workers' Compensation Not Affected

Benefits provided under the Plan do not substitute dad@not affect any requirements
for coverage by workers' compensation insurance.

Future of the Plan

Although the Company expects to continue the Plan indefinitely, it reserves the right to
discontinue, alter or modify the Plan in whole or in part, eitrengnd for any reason, at
its sole determination.

The Company's decision to terminate or amend a Plan may be due to changes in federal or
state laws governing employee benefits, theemaguis of the Internal Revenue Cade

any other reason. A plan change may transfer plan assets and debts to another plan or split a
plan into two or more parts. If the Company does change or terminate a plan, it may decide
to set up a different plan piding similar or different benefits.

If this Plan is terminated, Covered Persons will not have the right to any other Benefits from
the Plan, other than for those claims incurred prior to the date of termination, or as
otherwise provided under the Plaraddition, if the Plan is amended, Covered Persons

may be subject to altered coverage and Benefits.

The amount and form of any final benefit you receive will depend on any Plan document or
contract provisions affecting the Plan and Company decisionall Sigerefits have been

paid and other requirements of the law have been met, certain remaining Plan assets will be
turned over to the Company and others as may be required by any applicable law.

Plan Document

This Summary Plan Description (SPD) repreaardgerview of your Benefits. In the event
there is a discrepancy between the SPD and the official plan document, the plan document
will govern. A copy of the plan document is available for your inspection during regular
business hours in the office of fAlan Administrator. You (or your personal representative)
may obtain a copy of this document by written request to the Plan Administrator, for a
nominal charge.

Medicare Eligibility

Benefits under the Plan are not intended to supplement any coveidgd pyoMedicare.
Nevertheless, in some circumstances Covered Persons who are eligible for or enrolled in
Medicare may also be enrolled under the Plan.
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If you are eligible for or enrolled in Medicare, please read the following information
carefully.

If you are eligible for Medicare on a primary basis (Medicare pays before Benefits under the
Plan), you should enroll in and maintain coverage under both Medicare Part A alfd Part B
you don't enroll and maintain that coverage, and if the Plan is thergguayeaias

described in Section Ipordination of Benbét®lan will pay Benefits under the Plan as if

you were covered under both Medicare Part A and.PegtaBesult, you will be

responsible for the costs that Medicare would have paicduanill ymcur a larger oof-

pocket cost.

If you are enrolled in a Medicare Advantage (Medicare Part C) plan on a primary basis
(Medicare pays before Benefits under the Plan), you should follow all rules of that plan that
require you to seek services fthat plan's participating providers. When the Plan is the
secondary payer, the Plan will pay any Benefits available to you under the Plan as if you had
followed all rules of the Medicare Advantage plan. You will be responsible for any additional
costs oreduced Benefits that result from your failure to follow these rules, and you will

incur a larger odf-pocket cost.

137 SECTIONL.3- OTHERMPORTANINFORMATION



CLERMONEOUNTWEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

SECTION H5LOSSAR

What this section includes:
Yy Definitions of terms used throughout this SPD.

Many of the terms used throughout 8# may be unfamiliar to you or have a specific
meaning with regard to the way the Plan is administered and how Benefits are paid. This
section defines terms used throughout this SPD, but it does not describe the Benefits
provided by the Plan.

Addendum - any attached written description of additional or revised provisions to the
Plan. The benefits and exclusions of this SPD and any amendments thereto shall apply to
the Addendum except that in the case of any conflict between the Addendum and SPD
and/or Amerdments to the SPD, the Addendum shall be controlling.

Alternate Facility - a health care facility that is not a Hospital and that provides one or
more of the following services on an outpatient basis, as permitted by law:

Yy Surgical services.
Yy Emergency HedltServices.
Yy Rehabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may also prowtkntal HealtlServices or SubstariRelated and
Addictive DisordexServices on an outpatient basis or inpatient basis (for example a
Residetial Treatment facility).

Amendment- any attached written description of additional or alternative provisions to the
Plan. Amendments are effective only when distributed by the Plan Sponsor or the Plan
Administrator. Amendments are subject to all condjtiimitations and exclusions of the
Plan, except for those that the amendment is specifically changing.

Annual Deductible (or Deductible)- the amount you must pay for Covered Health
Services in a calendar year before the Plan will begin payingiBémafitalendar year.
The Deductible is shown in the first table in SectiBlas,Highlights

Autism Spectrum Disorder- a condition marked by enduring problems communicating
and interacting with others, along with restricted and repetitive behavior, interests or
activities.

Benefits - Plan payments for Covered Health Services, subjeettéoms and conditions
of the Plan and any Addendums and/or Amendments.

Cancer Resource Services (CRSa program administered by UnitedHealthcare or its
affiliates made available to you by Clermont County. The CRS program provides:

Yy Specialized consal services, on a limited basis, to Participants and enrolled
Dependents with cancer.
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Yy Access to cancer centers with expertise in treating the most rare or complex cancers.

Yy Education to help patients understand their cancer and make informed decisions
abou their care and course of treatment.

Cellular Therapy- administration of living whole cells into a patient for the treatment of
disease.
CHD - see Congenital Heart Disease (CHD).

Claims Administrator - UnitedHealthcare (also known as United HealthQatrésa
affiliates, who provide certain claim administration services for the Plan.

Clinical Trial - a scientific study designed to identify new health services that improve
health outcomes. In a Clinical Trial, two or more treatments are comparedtteeeaci o
the patient is not allowed to choose which treatment will be received.

COBRA - see Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).

Coinsurance- the charge, stated as a percentage of Eligible Expenses, that you are required
to payfor certain Covered Health Services as described in SedtentBe Plan Works

Company- Clermont County.

Congenital Anomaly- a physical developmental defect that is present at birth and is
identified within the first twelve months of birth.

Congenital Heart Disease (CHD)- any structural heart problem or abnormality that has
been present since birth. Congenital heart defects may:
y Be passed from a parent to a child (inherited).

Yy Develop in the fetus of a woman who has an infection or is exposed to radiation or
other toxic substances during her Pregnancy.

Yy Have no known cause.
Consdidated Omnibus Budget Reconciliation Act of 1985 (COBRA)a federal law

that requires employers to offer continued health insurance coverage to certain employees
and their dependents whose group health insurance has been terminated.

Cosmetic Procedures procedures or services that change or improve appearance without
significantly improving physiological function, as determined by the Claims Administrator.

CostEffective - the least expensive equipment that performs the necessary function. This
term appks to Durable Medical Equipment and prosthetic devices.

Covered Health Servicesthose health services, including services, supplies or
Pharmaceutical Products, which the Claims Administrator determines to be:
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Yy Provided for the purpose of preventing,uatalg, diagnosing or treating a Sickness,
Injury, Mental lliness, substamekated and addictive disorders, condition, disease or its
symptoms.

Yy Medically Necessary.

Yy Described as a Covered Health Service in this SPD under SéttinHighlights
and 6Additional Coverage Details

Yy Provided to a Covered Person who meets the Plan's eligibility requirements, as
described unddligibilityn Section 2ntroduction

Yy Not otherwise excluded in this SPD under SectBxc8)sions and Limitations

Covered Person either the Partigant or an enrolled Dependent, but this term applies
only while the person is enrolled and eligible for Benefits under the Plan. References to
"you" and "your" throughout this SPD are references to a Covered Person.

CRS- see Cancer Resource Services (CRS)
Custodial Care- services that are any of the following:

Yy Non-healthrelated services, such as assistance in activities of daily living (examples
include feeding, dressing, bathing, transferring and ambulating).

Yy Healthrelated services that are providedHe primary purpose of meeting the
personal needs of the patient or maintaining a level of function (even if the specific
services are considered to be skilled services), as opposed to improving that function
to an extent that might allow for a moreejmehdent existence.

Yy Services that do not require continued administration by trained medical personnel in
order to be delivered safely and effectively.

Deductible - see Annual Deductible.

Definitive Drug Test - test to identify specific medications,tibigbstances and
metabolites and is qualitative or quantitative to identify possible useise nba drug.

Dependent- an individual who meets the eligibility requirements specified in the Plan, as
described undétligibilityn Section 2ntroductioA Dependent does not include anyone

who is also enrolled as a Particijéotone can be a Dependent of more than one
Participant.

Designated Network Benefits- for Benefit plans that have a Designated Network Benefit
level, this is the descriptionhafiw Benefits are paid for the Covered Health Services
provided by a Physician or other provider that the Claims Administrator has identified as
Designated Network providers. Refer to SectiBlaB,Highlights determine whether or

not your Benefit pfaoffers Designated Network Benefits and for details about how
Designated Network Benefits apply.

Designated Network Also referred to as a
Designated Provider- a provider and/or facility that:
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Yy Has entered into an agreement with thenS Administrator, or with an
organization contracting on the Claims Administrator's behalf, to provide Covered
Health Services for the treatment of specific diseases or conditions; or

Yy The Claims Administrator has identified through the Claims Adrtonstra
designation programs as a Designated Provider. Such designation may apply to
specific treatments, conditions and/or procedures.

A Designated Provider may or may not be located within your geographic area. Not all
Network Hospitals or Network Physitsaare Designated Providers.

You can find out if your provider is a Designated Provider by contacting the Claims
Administrator atvww.myuhc.comor the telephone number on your ID card.

Designated Virtual Network Provider- a provider or facility that hastered into an

agreement with UnitedHealthcare, or with an organization contracting on

UnitedHealthcare's behalf, to deliver Covered Health Services via interactive audio and video
modalities.

DME - see Durable Medical Equipment (DME).

Domiciliary Care - living arrangements designed to meet the needs of people who cannot
live independently but do not require Skilled Nursing Facility services.

Durable Medical Equipment (DME) - medical equipment that is all of the following:

Yy Is used to serve a medical purpaiie respect to treatment of a Sickness, Injury or
their symptoms.
Is not disposable.

Is generally not useful to a person in the absence of a Sickness, Injury or their
symptoms.

Can withstand repeated use.

<SS

Is not implantable within the body.

Yy Is appropriat for use, and is primarily used, within the home.

Eligible Expenses- for Covered Health Services, incurred while the Plan is in effect,
Eligible Expenses are determined by UnitedHealthcare as stated below and as detailed in
Section 3How the Plan Works

Eligible Expenses are determined solely in accordance with UnitedHealthcare's
reimbursement policy guidelines. UnitedHealthcare develops the reimbursement policy
guidelines, in UnitedHealthcare's discretion, following evaluation and validation of all
provider billings in accordance with one or more of the following methodologies:

Yy As indicated in the most recent edition of the Current Procedural Terminology
(CPT), a publication of the American Medical Association, and/or the Centers for
Medicare and Medidabervices (CMS).
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Yy As reported by generally recognized professionals or publications.
Yy As used for Medicare.

Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate source or determination that UnitedHealthcare accept.

Emergency- a medical condition manifesting itself by acute symptoms of sufficient severity
(including severe pain) so that a prudent layperson, who possesses an average knowledge of
health and medicine, could reasonably expect the absence of immedihi teibo to

result in any of the following:

Yy Placing the health of the Covered Person (or, with respect to a pregnant woman, the
health of the woman or her unborn child) in serious jeopardy.

Yy Serious impairment to bodily functions.

Yy Serious dysfunction afiy bodily organ or part.
Emergency Health Services with respect to an Emergency, both of the following:

Yy A medical screening examination (as required under $86faof the Social Security
Act, 42 U.S.C. 1395¢ut is within the capability of thmergency department of a
Hospital, including ancillary services routinely available to the emergency department
to evaluate such Emergency.

Yy Such further medical examination and treatment, to the extent they are within the
capabilities of the staff and fiéieis available at the Hospital, as are required under
sectionl867 of the Social Security Act (42 U.S.C. 1395dd(e)(3)).

Employee Retirement Income Security Act of 1974 (ERISA)he federal legislation that
regulates retirement and employee welfardttgogiams maintained by employers and
unions.

Employer - Clermont County.
EOB - see Explanation of Benefits (EOB).
ERISA - seeEmployee Retirement Income Security Act of 1974 (ERISA)

Experimental or Investigational Services medical, surgical, diagnogbsychiatric,

Mental HealthSubstanc®elated and Addictive Disordersther health care services,
technologies, supplies, treatments, procedures, drug therapies, medications or devices that, at
the time the Claims Administrator makeeterminatioregarding coverage in a particular

case, are determined to be any of the following:

Yy Not approved by the.S. Food and Drug Administration {&-DéJawfully
marketed for the proposed use and not identified Antiegican Hospital Formulary
Serviager theUnited States Pharmacopoeia Dispensing$régpnapioate for the
proposed use.
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y

Subject to review and approval by any institutional review board for the proposed
use. (Devices which &BA approved under tHéumanitarian Use Dexiemption
ae not considered to be Experimental or Investigational.)

The subject of an ongoing Clinical Trial that meets the definition of a Phase I, Il or
Il Clinical Trial set forth in thEDA regulations, regardless of whether the trial is
actually subject DA oversight.

Exceptions:

y
y

Clinical Trials for which Benefits are available as describe@limdat Triais
Section 6Additional Coverage Details

If you are not a participant in a qualifying Clinical Trial as described under Section 6,
Additional Coage Detaidgd have a Sickness or condition that is likely to cause

death within one year of the request for treatment, the Claims Admimisisatair

its discretion, consider an otherwise Experimental or Investigational Service to be a
Covered HeditService for that Sickness or condition. Prior to such consideration,
the Claims Administratarust determine that, although unproven, the service has
significant potential as an effective treatment for that Sickness or condition.

Explanation of Benefits(EOB) - a statement provided by UnitedHealthcare to you, your
Physician, or another health care professional that explains:

Yy

<SS

y

The Benefits provided (if any).

The allowable reimbursement amounts.
Deductibles.

Coinsurance.

Any other reductions taken.

The netamount paid by the Plan.

The reason(s) why the service or supply was not covered by the Plan.

Freestanding Facility- an outpatient, diagnostic or ambulatory center or independent
laboratory which performs services and submits claims separately froitak Hosp

Gender Dysphoria- A disorder characterized by the following diagnostic criteria classified
in the current edition of tHgiagnostic and Statistical Manual of the American Psychiatric
Association:

y

Diagnostic criteria for adults and adolescents:

A maked incongruence between one's experienced/expressed gender and assigned
gender, of at least six months' duration, as manifested by at least two of the
following:
A marked incongruence between one's experienced/expressed gender and
primary and/or secondasgx characteristics (or in young adolescents, the
anticipated secondary sex characteristics).
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A strong desire to be rid of one's primary and/or secondary sex characteristics
because of a marked incongruence with one's experienced/expressed gender or
in yaung adolescents, a desire to prevent the development of the anticipated
secondary sex characteristics).

A strong desire for the primary and/or secondary sex characteristics of the other
gender.

A strong desire to be of the other gender (or some altegeatder different

from one's assigned gender).

A strong desire to be treated as the other gender (or some alternative gender
different from one's assigned gender).

A strong conviction that one has the typical feelings and reactions of the other
gender (osome alternative gender different from one's assigned gender).

The condition is associated with clinically significant distress or impairment in social,
occupational or other important areas of functioning.

Yy Diagnostic criteria for children:

A marked incongence between one's experienced/expressed gender and assigned
gender, of at least six months' duration, as manifested by at least six of the following
(one of which must be criterion as shown in the first bullet below):

A strong desire to be of the otlgender or an insistence that one is the other
gender (or some alternative gender different from one's assigned gender).

In boys (assigned gender), a strong preference fedressiag or simulating

female attire; or in girls (assigned gender), a stedeggpce for wearing only
typical masculine clothing and a strong resistance to the wearing of typical
feminine clothing.

A strong preference for cregander roles in makelieve play or fantasy play.

A strong preference for the toys, games or astisfieeotypically used or

engaged in by the other gender.

A strong preference for playmates of the other gender.

In boys (assigned gender), a strong rejection of typically masculine toys, games
and activities and a strong avoidance of randtumble playor in girls

(assigned gender), a strong rejection of typically feminine toys, games and
activities.

A strong dislike of ones' sexual anatomy.

A strong desire for the primary and/or secondary sex characteristics that match
one's experienced gender.

Yy The candition is associated with clinically significant distress or impairment in social,

school or other important areas of functioning.

Gene Therapy- therapeutic delivery of nucleic acid (DNA or RNA) into a patient's cells as
a drug to treat a disease.

Genetic Counseling- counseling by a qualified clinician that includes:

y Identifying your potential risks for suspected genetic disorders;
Yy Anindividualized discussion about the benefits, risks and limitations of Genetic

Testing to help you make informed decisios about Genetic Testing; and

Yy Interpretation of the Genetic Testing results in order to guide health decisions.
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Certified genetic counselors, medical geneticists and physicians with a professional
society's certification that they have completed advancedaining in genetics are
considered qualified clinicians when Covered Health Services for Genetic Testing
require Genetic Counseling.

Genetic Testing- exam of blood or other tissue for changes in genes (DNA or RNA)

that may indicate an increased risk for deeloping a specific disease or disorder, or

provide mformatlon to guide the selectlon of treatment of certain diseases, including
ation-of b 0 a | alities and

other-exp io A jti v-indi } ed-risk for

Gestational Carrier a Gestational Carrier is a female who becomes pregnant by
having a fertilized egg (embryo) implanted in her uterus for the purpose cérrying
the fetus to term for another person. The carrier does not provide the egg and is
therefore not biologically (genetically) related to the child.

Health Statement(s)- a single, integrated statement that summarizes EOB information by
providing detiged content on account balances and claim activity.

Home Health Agency- a program or organization authorized by law to provide health
care services in the home.

Hospital - an institution, operated as required by law and that meets both of the following:

y Itis primarily engaged in providing health services, on an inpatient basis, for the
acute care and treatment of sick or injured individuals. Care is provided through
medicalMental HealthSubstancdRelated andddictiveDisorders, diagnostic and
surgichfacilities, by or under the supervision of a staff of Physicians.

Yy It has 24hour nursing services.

A Hospital is not primarily a place for rest, Custodial Care or care of the aged and is not a
nursing home, convalescent home or similar institution.

Hospital-based Facility- an outpatient facility that performs services and submits claims
as part of a Hospital.

Injury - bodily damage other than Sickness, including all related conditions and recurrent
symptoms.

Inpatient Rehabilitation Facility - a long tem acute rehabilitation center, a Hospital (or a
special unit of a Hospital designated as an Inpatient Rehabilitation Facility) that provides
rehabilitation services (including physical therapy, occupational therapy and/or speech
therapy) on an inpatientdis as authorized by law.

Inpatient Stay- an uninterrupted confinement, following formal admission to a Hospital,
Skilled Nursing Facility or Inpatient Rehabilitation Facility.
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Intensive Behavioral Therapy (IBT)- outpatient behavioral/educational sewithat aim

to reinforce adaptive behaviors, reduce maladaptive behaviors and improve the mastery of
functional age appropriate skills in people with Autism Spectrum Disorders. Examples
includeApplied Behavior Analysis (AB&)enver ModehdRelatizship Development
Intervention (RDI)

Intensive Outpatient Treatment- a structured outpatiehtental Healtlor Substance
Related and Addictive Disordgeatment program that may be freestanding or Hespital
based and provides services for at leastiibues per day, two or more days per week.

Intermittent Care - skilled nursing care that is provided or needed either:

Yy Fewer than seven days each week.
Yy Fewer than eight hours each day for periods of 21 days or less.

Exceptions may be made in special citesnoss when the need for additional care is finite
and predictable.

Kidney Resource Services (KRSh program administered by UnitedHealthcare or its
affiliates made available to you by Clermont County. The KRS program provides:

Yy Specialized consulting\dees to Participants and enrolled Dependents with ESRD
or chronic kidney disease.

Yy Access to dialysis centers with expertise in treating kidney disease.

Yy Guidance for the patient on the prescribed plan of care.

Manipulative Treatment- the therapeutic apgdition of chiropractic and/or osteopathic
manipulative treatment with or without ancillary physiologic treatment and/or rehabilitative
methods rendered to restore/improve motion, reduce pain and improve function in the
management of an identifiable neursculoskeletal condition.

Medicaid - a federal program administered and operated individually by participating state
and territorial governments that provides medical benefits to eligibleolow people
needing health care. The federal and state gonésrsinare the program's costs.

Medically Necessaryd health care services that are all of the following as determined by
the Claims Administrator or its designee,
The services must be:

Yy In accordance witBenerally Accepted Standards of Medical Practice.

y Clinically appropriate, in terms of type, frequency, extent, service site and duration, and
considered effective for your 8iegs, Injury, Mental llinesspstanceelated and
addictive disorders diseas@symptoms.

y* Not mainly for your convenience or that of your doctor or other health care provider.

Yy Not more costly than an alternative drug, service(s), service site or supply that is at least
as likely to produce equivalent therapeutic or diagnestis ees to the diagnosis or
treatment of your Sickness, Injury, disease or symptoms.

146 SECTION 4- GLOSSARY

Wi

t hi

n

t

he

Cl

ai

m:é



CLERMONEOUNTWEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

Generally Accepted Standards of Medaral Reactanels that are based on credible scientific
evidence published in peeviewed medical literature generallygrézed by the relevant
medical community, relying primarily on controlled clinical trials, or, if not available,
observational studies from more than one institution that suggest a causal relationship
between the service or treatment and health outcomes.

If no credible scientific evidence is available, then standards that are based on Physician

specialty society recommendations or professional standards of care may be considered. The

Claims Administrator reserves the right to consult expert opinion miwuleigwhether

health care services are Medically Necessary. The decision to apply Physician specialty

society recommendations, the choice of expert and the determination of when to use any

such expert opinion, shallledseetioni t hin the Claims Administr af

The Claims Administrator develops and maintains clinical policies that de<gehertiby
Accepted Standards of Medicaddeatificeevidence, prevailing medical standards and
clinical guidelines supporting its determinationsinegapecific services. These clinical
policies (as developed by the Claims Administrator and revised from time to time), are
available to Covered Personswrw.myuhc.comor by calling the number on your ID
card, and to Physicians and other health a#esgionals owww.UHCprovider.com.

Medicare- Parts A, B, C and D of the insurance program established by TitleX\éd),
States Social Securjtgsf@inended by 42 U.S.C. Sections 1394, et seq. and as later amended.

Mental Health Services CoverecHealth-Services for the diagnosis and treatment of

those mental health or psychiatric categories that are listed in the current edition of the
International Classification of Diseases section on Mental and BathifneiDiabbDasticiard
Statstical Manual of the American Psychiatric. A$sofaatitmat a condition is listed in the
current edition of thinternational Classification of Diseases section on Mental and Behavioral
Disordeos Diagnostic and Statistical Manual of thePsyehiedric Associit@mnot mean

that treatment for the condition is a Covered Health Service.

Mental Health/ SubstanceRelated and Addictive DisorderdAdministrator - the
organization or individual designated by Clermont County who providesgesisteatal
HealthServices and Substai®sated and Addictive Disorsi8ervices under the Plan.

Mental lliness & those mental health or psychiatric diagnostic categories listed in the
current edition of thinternational Classification of DisaasesMentil and Behavioral
Disordeos Diagnostic and Statistical Manual of the American Psychialfitie Assttiatian
condition is listed in the current edition ofltiternational Classification of Diseases section on
Mental and BehaviosdrBeos Diagnostic and Statistical Manual of the American Psychiatric
Associatidoes not mean that treatment for the condition is a Covered Health Service

Network - when used to describe a provider of health care services, this means a provider
thathas a participation agreement in effect (either directly or indirectly) with the Claims
Administrator or with its affiliate to participate in the Network; however, this does not
include those providers who have agreed to discount their charges forizatdred

Services by way of their participation in the Shared Savings Program. The Claims
Administrator's affiliates are those entities affiliated with the Claims Administrator through
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common ownership or control with the Claims Administrator or withahmesClI
Administrator's ultimate corporate parent, including direct and indirect subsidiaries.

A provider may enter into an agreement to provide only certain Covered Health Services,
but not all Covered Health Services, or to be a Network provider formalprealucts. In

this case, the provider will be a Network provider for the Covered Health Services and
products included in the participation agreement, andNetoork provider for other

Covered Health Services and products. The participation spatusdsrs will change

from time to time.

Network Benéefits - for Benefit Plans that have a Network Benefit level, this is the
description of how Benefits are paid for Covered Health Services provided by Network
providers. Refer to SectiorPfan Highlightsdetermine whether or not your Benefit plan
offers Network Benefits and Sectiohl8w the Plan Woifks details about how Network
Benefits apply.

New Pharmaceutical Product a Pharmaceutical Product or new dosage form of a
previously approved Phaweatical Product. It applies to the period of time starting on the
date the Pharmaceutical Product or new dosage form is approved. By foed and Drug
Administration (FDANd ends on the earlier of the following dates.

Yy The date it is reviewed.

y  Decemler 31st of the following calendar year.

Non-Network Benefits - for Benefit Plans that have a Ndatwork Benefit level, this is
the description of how Benefits are paid for Covered Health Services provided by non
Network providers. Refer to SectioRfBrHighlight® determine whether or not your
Benefit plan offers NoNetwork Benefits and SectiorH&w the Plan Works details

about how NorNetwork Benefits apply.

Open Enrollment - the period of time, determined by Clermont County, during which
eligible Participants may enroll themselves and their Dependents under the Plan. Clermont
County determines the period of time that is the Open Enrollment period.

Out-of-Pocket Maximum - for Benefit plans that have an @ftPocket Maximum, this is
the maximm amount you pay every calendar year. Refer to Setenm3ighlighits the
Out-of-Pocket Maximum amount. See Sectibto®, the Plan Wdidsa description of
how the Outof-Pocket Maximum works.

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a
freestanding or Hospithhsed program and that provides services for at least 20 hours per
week.

Participant - a fultime Participant of the Erfgyer who meets the eligibility requirements
specified in the Plan, as described uBligbilityn Section AntroductioA Participant
must live and/or work in the United States.
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Personal Health Support programs provided by the Claims Administtagtrfocus on
prevention, education, and closing the gaps in care designed to encourage an efficient system
of care for you and your covered Dependents.

Personal Health Support Nurse the primary nurse that UnitedHealthcare may assign to

you if you hava chronic or complex health condition. If a Personal Health Support Nurse
is assigned to you, this nurse will call you to assess your progress and provide you with
information and education.

Pharmaceutical Product(sp U.S. Food and Drug Administratiéi-@pproved
prescription medications or products administered in connection with a Covered Health
Service by a Physician.

Physician- anyDoctor of MedicinBoctor of Osteopalttayis properly licensed and
qualified by law.

Please note: Any podiatrdgntist, psychologist, chiropractor, optometristher provider

who acts within the scope of his or her license will be considered on the same basis as a
Physician. The fact that a provider is described as a Physician does not mean that Benefits
for services from that provider are available to you under the Plan.

Plan- The Clermont County Medical Plan.

Plan Administrator - Clermont County or its designee.
Plan Sponsor Clermont County.

Pregnancy- includes all of the following:

Yy Prenatal care.

Yy Postnatl care.

y  Childbirth.

Yy Any complications associated with the above.

Prescription Drug List (PDL) Management Committee- the committee that
UnitedHealthcare designates for, among other responsibilities, classifying Pharmaceutical
Products into specific tiers.

Presumptive Drug Test- test to determine the presence or absence of drugs or a drug
class in which the results are indicated as negative or positive result.

Private Duty Nursing - nursing care that is provided to a patient on-#oeme basis by
licengd nurses in an inpatient or a home setting when any of the following are true:
Yy No skilled services are identified.
Yy~ Skilled nursing resources are available in the facility.

Yy The skilled care can be provided by a Home Health Agency on a per visit basis for a
specific purpose.
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Yy The service is provided to a Covered Person by an independent nurse who is hired
directly by the Covered Person or his/her family. This includes nursing services
provided on an inpatient or a hcozee basis, whether the service iedkii non
skilled independent nursing.

Reconstructive Procedure a procedure performed to address a physical impairment

where the expected outcome is restored or improved function. The primary purpose of a
Reconstructive Procedure is either to treat ahedndition or to improve or restore
physiologic function. Reconstructive Procedures include surgery or other procedures which
are associated with an Injury, Sickness or Congenital Anomaly. The primary result of the
procedure is not changed or impropbkysical appearance. The fact that a person may

suffer psychologically as a result of the impairment does not classify surgery or any other
procedure done to relieve the impairment as a Reconstructive Procedure.

Residential Treatment- treatment in a faity which provideMental HealttServices or
SubstancRelated and Addictive Disord8esvices treatment. The facility meets all of the
following requirements:

y Itis established and operated in accordance with applicable state law for Residential
Treatmehprograms.

y It provides a program of treatment under the active participation and direction of a
Physician and approved by khental HealthSubstanc®elated and Addictive
DisordersServices Administrator.

y It has or maintains a written, specific andlddtaeatment program requiring-full
time residence and ftilne participation by the patient.

y It provides at least the following basic services Hhau2ger day, structured
milieu:

- Room and board.

- Evaluation and diagnosis.

- Counseling.

- Referral and @ntation to specialized community resources.

A Residential Treatment facility that qualifies as a Hospital is considered a Hospital.

Semiprivate Room- a room with two or more beds. When an Inpatient Stay in-a Semi
private Room is a Covered Health Serte difference in cost between a -pendte

Room and a private room is a benefit only when a private room is necessary in terms of
generally accepted medical practice, or when-prSext@ Room is not available.

Shared Savings Programa program imvhich UnitedHealthcare may obtain a discount to
a nonNetwork provider's billed charges. This discount is usually based on a schedule
previously agreed to by the fidetwork provider. When this happens, you may experience
lower outof-pocket amounts. Planinsurance ardkductibleany applicable deductible
would still apply to the reduced charge. Sometimes Plan provisions or administrative
practicesonflict-witrsupersedethe scheduled rate, and a different rate is determined by
UnitedHealthcar&his means, when contractually permitted, the Plan may pay the

lesser of the Shared Savings Program discount or an amount determined by the
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Claims Administrator, such as a percentage of the published rates allowed by the

Centers for Medicare and Medicaid Servicg&€MS)for the same or similar service

within the geographic market, an amount determined based on available data

resources of competitive fees in that geographic area, a fee schedule established by a
third party vendor or a negotiated rate with the provit. In this case the neletwork

provider may bill you for the difference between the billed amount and the rate determined
by UnitedHealthcare. If this happens you should call the number on your ID Card. Shared
Savings Program providers are not Netwarkigiers and are not credentialed by
UnitedHealthcare.

Sickness- physical illness, disease or Pregnhancy. The term Sickness as used in this SPD
includes Mental lliness BubstancRelatedaindAddictive Disordersegardless of the
cause or origin of the Ml lliness oBubstancédrelated andddictiveDisorder.

Skilled Care- skilled nursing, teaching, and rehabilitation services when:

Yy They are delivered or supervised by licensed technical or professional medical
personnel in order to obtain the speciinedlical outcome and provide for the
safety of the patient.

A Physician orders them.

They are not delivered for the purpose of assisting with activities of daily living,
including dressing, feeding, bathing or transferring from a bed to a chair.

<SS

They requi clinical training in order to be delivered safely and effectively.

Yy They are not Custodial Care, as defined in this section.

Skilled Nursing Facility - a Hospital or nursing facility that is licensed and operated as
required by law. A Skilled Nursing Rgdhat is part of a Hospital is considered a Skilled
Nursing Facility for purposes of the Plan.

Spouse- an individual to whom you are legally married

SubstanceRelated and Addictive Disorders ServicesCovered-HealthsErvices for the
diagnosis angleatment of alcoholism and substaetzted and addictive disorders that are
listed in the current edition of tiikernational Classification of Diseases section on Mental and
Behavioral DisordeBsagnostic and Statistical Manual of the ActeatanAzspciafidre

fact that a disorder is listed in the edition ofrttegnational Classification of Diseases section on
Mental and Behavioral DisorBéagnostic and Statistical Manual of the American Psychiatric
Associatidimes not mean &h treatment of the disorder is a Covered Health Service.

Surrogate- a female who becomes pregnant usually by artificial insemination or
transfer of a fertilized egg (embryo) for the purpose of carrying the fetus for another
person. The surrogate providethe egg and is therefore biologically (genetically)
related to the child.
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Transitional Living - Mental Health &vices an8ubstancdielated anédddictive
Disordes Services that are provided through facilities, group homes and supervised
apartments thgtrovide 24our supervision that are either:

Yy Sober living arrangements such asfdeeghousing or alcohol/drug halfway
houses. These are transitional, supervised living arrangements that provide stable and
safe housing, an alcohol/dsiige environmentna support for recovery. A sober
living arrangement may be utilized as an adjunct to ambulatory treatment when
treatment doesn't offer the intensity and structure needed to assist the Covered
Person with recovery.

Yy Supervised living arrangements whictear@ences such as facilities, group homes
and supervised apartments that provide members with stable and safe housing and
the opportunity to learn how to manage their activities of daily living. Supervised
living arrangements may be utilized as an atfjuneatment when treatment
doesn't offer the intensity and structure needed to assist the Covered Person with
recovery.

Unproven Services health services, including medications that are determined not to be
effective for treatment of the medical coaditind/or not to have a beneficial effect on
health outcomes due to insufficient and inadequate clinical evidence fcomdweted
randomized controlled trials or cohort studies in the prevailing publishexipaerd

medical literature.

Yy Wellconductd randomized controlled trials are two or more treatments compared
to each other, with the patient not being allowed to choose which treatment is
received.

Yy Wellconducted cohort studies from more than one institution are studies in which
patients who recat study treatment are compared to a group of patients who
receive standard therapy. The comparison group must be nearly identical to the study
treatment group.

UnitedHealthcare has a process by which it compiles and reviews clinical evidence with
respecto certain health services. From time to time, UnitedHealthcare issues medical and
drug policies that describe the clinical evidence available with respect to specific health care
services. These medical and drug policies are subject to change withotitprigou can

view these policieswaivw.myuhc.com

Please note:

y If you have a life threatening Sickness or condition (one that is likely to cause death
within one year of the request for treatment), UnitedHealthagrat its discretion,
considean otherwise Unproven Service to be a Covered Health Service for that
Sickness or condition. Prior to such a consideration, UnitedHeafthstfiest
establish that there is sufficient evidence to conclude that, albeit unproven, the
service has sigmifint potential as an effective treatment for that Sickness or
condition.
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Urgent Care- Care that requires prompt attention to avoid adverse consequences, but does
not pose an immediate threat to a person's life. Urgent care is usually deliverephin a walk
setting and without an appointment. Urgent care facilities are a location, distinct from a
hospital emergency department, an office or a clinic. The purpose is to diagnose and treat
illness or injury for unscheduled, ambulatory patients seeking immedizaieattention.

Urgent Care Center a facility that provides Covered Health Services that are required to
prevent serious deterioration of your health, and that are required as a result of an
unforeseen Sickness, Injury, or the onset of acute @& sgw@toms.
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Patient Protection and Affordable Care Act ("PPACA")

Patient Protection Notices

The Claims Administrator generally allows the designation of a primary care provider. You
have the right to designate @nimary care provider who participates in the Claims
Administrator's network and who is available to accept you or your family members. For
information on how to select a primary care provider, and for a list of the participating
primary care providergntact the Claims Administrator at the numbéreiack-ofour

ID card.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from the Claims Administrator or from any other

person (including@imary care provider) in order to obtain access to obstetrical or
gynecological care from a health care professional in the Claims Administrator's network
who specializes in obstetrics or gynecology. The health care professional, however, may be
requiredo comply with certain procedures, including obtaining prior authorization for

certain services, following a-ppproved treatment plan, or procedures for making referrals.
For a list of participating health care professionals who specialize insobistetric

gynecology, contact the Claims Administrator at the numierleseck-efour 1D card.
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ATTACHMENT- LEGA. NOTICES

Women's Health and Cancer Rights Act of 1998

As required by th&/omen's Health and Cancer Rights Acthef R288provides Bedits

under the Plan for mastectomy, including reconstruction and surgery to achieve symmetry
between the breasts, prostheses, and complications resulting from a mastectomy (including
lymphedema).

If you are receiving Benefits in connection with a masied@nefits are also provided for
the following Covered Health Services, as you determine appropriate with your attending
Physician:

Yy All stages of reconstruction of the breast on which the mastectomy was performed.
Yy Surgery and reconstruction of the obireast to produce a symmetrical appearance.

Yy Prostheses and treatment of physical complications of the mastectomy, including
lymphedema.

The amount you must pay for such Covered Health Services (including Copayments and any
Annual Deductible) are the sammei@ required for any other Covered Health Service.
Limitations on Benefits are the same as for any other Covered Health Service.

Statement of Rights under the Newborns' and Mothers' Health Protection Act

Under Federal law, group health Plans and hesaitlamnce issuers offering group health
insurance coverage generally may not restrict Benefits for any Hospital length of stay in
connection with childbirth for the mother or newborn child to less than 48 hours following
a vaginal delivery, or less thah®@érs following a delivery by cesarean section. However,
the Plan or issuer may pay for a shorter stay if the attending provider (e.g., your physician,
nurse midwife, or physician assistant), after consultation with the mother, discharges the
mother or nelworn earlier.

Also, under Federal law, plans and issuers may not set the level of Benefitpockett
costs so that any later portion of thénd8r (or 9éhour) stay is treated in a manner less
favorable to the mother or newborn than any earlidopaof the stay.

In addition, a plan or issuer may not, under Federal law, require that a physician or other
health care provider obtain authorization for prescribing a length of stay of up to 48 hours
(or 96 hours). However, to use certain provideecibitiés, or to reduce your aftpocket

costs, you may be required to obtain prior authorization or notify the Claims Administrator.
For information on notification or prior authorization, contact your issuer.
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ATTACHMENTAINONDISCRIMINATION ANIZESSIBILITY
REQUIREMENTS

When the Plan uses the words "Claims Administrator" in this Attachment, it is a reference to
United Healthcare, Inc., on behalf of itself and its affiliated companies.

The Claims Administrator on behalf of itself and its affitateganies complies with
applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. UnitedHealthcare does not exclude people or treat
them differently because of race, color, redtamgin, age, disability, or sex.

The Claims Administrator provides free aids and services to people with disabilities to
communicate effectively with us, such as:

Yy Qualified sign language interpreters

Yy Written information in other formats (large printi@uaccessible electronic
formats, other formats)

Yy Provides free language services to people whose primary language is not English,
such as: Qualified interpreters

Yy Information written in other languages

If you need these services, please call tieegstiember number on your health plan ID
card, TTY 711 or the Plan Sponsor.

If you believe that the Claims Administrator has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or
sex you can file a grievance in writing by mail or email with the Civil Rights Coordinator
identified below. A grievance must be sent within 60 calendar days of the date that you
become aware of the discriminatory action and contain the name and adheresssufrt

filing it along with the problem and the requested remedy.

A written decision will be sent to you within 30 calendar days. If you disagree with the
decision, you may file an appeal within 15 calendar days of receiving the decision.

Claims Administrator
Civil Rights Coordinator

United HealthCare Services, Inc. Civil Rights Coordinator

UnitedHealthcare Civil Rights Grievance

P.O. Box 30608

Salt Lake City, UT 84130

The tollfree member phone number listed on your health plan ID card, TTY 711

If youneed help filing a grievance, the Civil Rights Coordinator identified above is available
to help you.
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You can also file a complaint directly with the U.S. Dept. of Health and Human services
online, by phone or mail:

Online https://ocrportal.hhs.gov/ocr/pal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Tolfree 18003681019, 808377697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room
509F, HHH Building Washington.C. 20201
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ATTACHMENTOGETTNG HELP IN OTHERGAAGES OR FORMATS

You have the right to get help and information in your language at no cost. To request an
interpreter, call the tédlee member phone number listed on your health plan ID cagd, pres
0.TTY 711.

This letter is also available in other formats like large print. To request the document in
another format, please call thefteé member phone number listed on your health plan ID
card, press 0. TTY 711, Monday through Friday, 8 a.ip.no 8

LanguageDd Translated TaglinesD

1+ Albaman® | Jukenite-drejté t€ mermi ndihme-dhe informacion-falasne-gjuhen-
tua). Perte kerkuarmje perkthves, telefononi né numnn-ge-giendetne-
Earten-e planittua)shendetésor, shtvpri 0. TTY711.2

2 —+ Amharic FPA-FPTIT NS F 1K 1EF ACAF T -0P LB ¥ 11 oo -AAFoe= AT CATL -
AT8FCNAFP NLAFmes -TAT 00 @EL P34 L -OAM=-(14A-0PAmE AR -
FTC- LA 0T £ = TIY 7110

3+ Arahich - | “1"‘.,5J}5'P=-"J1°' '_.- :'51.‘1;;. '.n:1._-‘.}_..;'1,-'_.._1_;._03;,_,,_',5.;5' .o'l.‘_.__',:,.__". u:'l..__i._’;____',l\g:.
el s B 1 L a3 B e sl e e pala bl e ol EellaE
e alllles e h ala Ry pma e B madillane ol pldan Yl alad Bl

Yl g o deaal TTY 711-( 1

4~ Amenian® | Gupgquubhy wuwhwbebm - hwdwp, qubqubwpk p-RAkp-
wnnnewujuihwljmb -dpugph-hiphmppuh(ID) tnmluh-1pu-
pus win]dwn -Uinunlutph-htnwlonuwhunfuopm], uknpdk ’p .

0:TTY 7112
5—+Bantu- Urafise uburenganzira bwokuronka ubufasha n’amakuru mu-rnmi-
Kimndiz rwvawe kubuntu. Kugira usabe umusemuzi, hamagara inomero-va-

telephone v'ubuntu vagenewe abanvwanyiin kurutonde ku-
Earangamuntu ' umugambi wawe wubuzima, fronda 0. TTY 71182

6.+ Bisavan- Aduna kav katungod nga mangayveog-tabangugimpormasyon sa-
Visavan- imeng-lengguwahe nga walavbavad. -Aronmohangvo-og-tighubad, -
(Cebuano) = | tawagsa toll-free nga numero-sa-teleponosa muvembro-nga nakalista-

satmong 1D kardsa planosa panglawas, pindetaang 0. TTY 7110

7 -+ Bengali- TEEES ST - T, S J A a e o 16 I 1 See e 3 FE-
BangalaD
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8.~+BumeseD | opforododevighecdod B8cmamenmniaf sacpmpdst soobimgdasaaciyp:
i oSt o Giotgeontajrtogoneatind
cocycbedfamartiobupimopabaaieficdCiadedlal 0 RF0k TTY 711

9+ Cambodian- " RN SumanmEn s oS R ETIn s g et gl s nEnt
Mon- fnren e e 'ID'B.—\:r\_:vmr_':E- s _,.'D-"TT'I"_-I 1o
Khmer

10+Cherckee™ | 8- D4 PP ICZP - 1460l EAOW it CT'P-AB FRAIJAAI-
ACOAJIILOARIT, o F0hc0l 0. TTY 7110

112Chinesen | 575 IR B L BRI SIRETIILE., B —{1iES,
REiTiEREEE s F LR TEE 8 EMERE BT
0. BEESHERERY 7110

2+Choctaw® | Chim-anumpa va,apela micha nana aiimma vvtnanaivllikevohoish-
isha hinla kvtchim-aiivlhpesa. Tosholi va asilhha chi hokmvwtchi-
achukmaka holissokalloiskitiniva twh aianumpuliholhtena va 1bai-
achvffa yvtpehpila hoishipavacha0-ombetipa TTY 71152

13 +Cushite- Kaffaltiimale afaan keessaniin odeeffannoofi deeggarsa argachuunf-
Oromod mirga ni-qabdu. Turnumaana gaafachuufis sarara bilbilaakanbilisaa-
waraqaa eenvemmaa karcora favyaa keerratti tarreefame bilbiluun, 0-
tugl. TTY 7110
14+Dutcht Uheeft-hetrecht-omhulp-eninformatie in-uw-taal te knjgen zonder

kosten. Omeen-tolkaan te vragen, bel-ons gratis nummer-die u-opuw-
zickteverzekeringskaart treft, drokop 0. TTY 7110

154Frenchs Vous-avezledroit-d'obtenir-pratuitement de 1'aide etdes-
renseignements dans votre langue. Pour-demandera paderaun-
interprete, appelezle numero-de-telephone sans frais-fgurant sur-
votre carte d’affilie duregime -de soinsdesante etappuvezsurla-
touche 0.-ATS-711.0

16 +French- Ouygen-dwa poujwenned-akenfomasvonnanilangnatifnatal ou-
Creole- gratis. Pou'mande von -entéprét, rele nimewo gratis manm-lan-ki-
Haitzan- endike soukatIDplan-santeou, peze 0. TTY 71113
Crecle

17 +Germant Siehaben-das Recht, kostenlose Hilfe und Informationenin Threr-

Sprache zu-erhalten. Um-einen Dolmetscher-anzufordermn, rufen-Sie-
die pebthrenfreie Nummer-aufThrer Krankenversicherungskarte®n-
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und-drickenSiedie ). TTY 7112

18+GreekD Eyete T0-Bualwpa va hafete fondex ux Thoowople; 0T YheooR GAg
ywole ypewor]. T ve T moete Blepprvén, wuhiote 1o Swpsav-uplBuo-
THREPWIOL TI0U BELOKETHL OTHV %o T Lekouswogihions, Tatioe0.-
TIY- 7110

194Gujarati® | g2y (G yedl HEe wa-cHLE] el wBdl Donelolell wlks -

8 et e Eedl-sren, duardea wilet-TD-515 - uze{l-H Al ui il @--
et M2042- Plot-oled-GuR- Bl 53], -0 el el -TTY 7110

20 +Hawaiiand

He-pone-ke kSkva-‘ana akuii-oe-maka maopopo-ana-o-kia-ikema-
Ioko-okiu-oleloponoT-me kauku-ole-"ana. +

E ‘kama ‘ilio- oe me kekahi kanaka unuhi, e kihea i ka helukelepona-
kiki-“olema-koukilekaolakino, aekaomiikahelud. TTY-711.2

21 +Hindiz

HTT -3 T - 37T $TTOT-H W ETaar-Ud S 9 Ie 9roa -Fie -l AR
T g T 3R et -5, e Eey e I D -w S W d e e
WA EE-F, 0 Ed P TTY 7110

22 +Hmongt

Kojmuajcai tauker pabthiab-taucov ntavbntawr sauva ko hom-
lus pub-dawh. Yogzav-tauibtugneeg-tzhais, hu tus zov too] rau tswv-
cuabhu-dawbuas saumuaj nvobntawm ko daim vuaj themngi kho-
mob, mas 0. TTY 711.2

23 2Tbom

Inwereikike inweta envemaka nakwa imuta asusu giwefon’akwughi-
ugwo. Maka ikpotum -onve nsughar -okwu, kpooakara ekwenti nke di-
nakwukwo njirimara o nke emere maka ahuike pi, pia-0. TTY 711.1

24 sllocanod

Adda karbengamnga makaala ti tulongkenimpormasvon1iti-
pagsasaommnga libre. Tapno-agdawatitimaysanga agipatarus,
tumawagiti toll-free nga numero titelepononga para kadagiti kameng-
nganakalista avanti IDcard mo-para ti planotisalun-at, ipindut 0.
TTY 711

25 4Indonesian®

Anda berhak untuk mendapatkan bantuandaninformasi-dalam-
bahasaAnda tanpa dikenakanbiaya. Untuk meminta bantuan-
penerjemah, hubungl nomor-telepon-anggota, bebas pulsa, vang-
tercantumpada kartuID rencana kesehatan-Anda, tekan 0. TTY 7115

26 #ItalianD

Haiil-diritto-di-ottenere aimtoe informazioni nella tua lingua-
gratuitamente. Pertichiedere uninterprete, chiama ilmumerc-
telefonicoverde indicato sulla tua tessera identificativa del prane-
sanitarioe premi-lo-0. Dispositivipernon-udenti/TTY: 7112
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-~
&

7 #Japanesed

THREBOESHFETTFR-FEFILY., BEEAFLEDTS
ZENRTERT, BEIh A, B THEOES
3. EET7 o iD-

H—FlliiEsh Ty aArs—HO7 ) -3 7viL s Th
TEOLE, oEELTED, TIYEAFESE 1179, -

28 aKarentd

291K orean o

A= ES2-F 2 &5t Aoz &2 EE 0
=Pkl sUS g A 2w P - =
ZWHIDFIEH 7| NE -2 H Y- dFHE = A5
FEHAL TTY 110

+nt

304K m--Bassald

Ni-gwe kunde Ibat-mahola ni-mawinu-hop-nannipehmes-be-te-dolla. -
Yukwelni-Kobol mahop-seblana, sochoni-sebel numba Ini-tehe muI-
ticketIdoctaInan, bep 0.TTY 71151

31 sKurdish-
Sorani D

32alaptiand

vimwSohatlosunugoacscaray srosuhcliuwisreaqguimnd
ﬁgh?s?'a"}a.- .
cBeagaquiewis, S mmutem ninorsu Srau sruBnhldasyl
sluSozrungnasquinn, Hocan 0-TTY 7110

33 sMarathic HTTE T AT T ST - T e - A e AT ST o TR s v T HEwR- g
ST T ol S OIS T eI HR T AT Hia@ e - §aaes-
oI AT HE A AR eI - B - A atad-H o s amar-0. TTY 7118

34aMarshallese™ Eor-am marofifian-bokjipafiim-melele-lokajineoamilo-ejjelok-

wondin Nankajiitok fanjuonti-ukok, kudok nomba-eo-emoi-anjeje-
ilokaatinIDinkarck in-aymour-ec-am, jiped-0. TTY 7113

353 s\Lcronesian
-Pohnpeiant

Komw-ahneki manamanunsek komwi-enalehdi sawas oh-mengihtik-
nipein-omwi fungoal lokaia nischisepe. Pwenpekisawas ensoun-
kawehweh, ekerdelepwohn nempe ong-towehkan me schisepe me-
ntingihdi ni pein-cmwi-doaropwe me pid-keasoandien kehl, padik 0.-
TTY711.2

36aNarajold

T'iajik'eh-doobazh alinipoobee baa hane'igiit'ad ninizadd bee-
niki'e'eveegobee ni'ahoot'i'. ' Ata"halne'i 42 vintkeedgo, ninaaltsoos-
nitiz7 “ats’77s bee baa’ahavl bee nddhozin7g7 7 bik11" bd4shbee-

hane’7£11{77kKehbee hane’7 bik1'7g7 7 bich’8 hodiilnih doo 0 -bit-

161

ATTACHMENY - GETTINGHELPIN OTHERLANGUAGEGR FORMATS



CLERMONEOUNTWEDICAICHOICEPLUS NACOPAYS300MEDUCTIBLELAN

'adidulchit. TTY 7110

37aNepalin TS S HT AT STHTAT T Yo R 97T ST WTog 7T - AR ST
T CHATEF Ao TR - 1T T 71, TS ep] Tar e AlaeT T ad-
ST O - I WETT T - A @ AT T T T, O e - TTY -
7110
38.aNilotic- Yinnor 1o bé vikuony né weréyic de thor -dudbac ke vin-weu tidue-
Dinkall

ke piny. -Acin-bi tanvé koc ger-thok thigéc, ke yintol nimba vene yup-
abacderantor ve kacwiirthok toné ID kat dudn-de painakimvic,-
thiny 0vic. TTY 711.0

39 4Norwegiand

Duharretttil-a-fa-gratis hjelpog-informasjon-padittegetsprak.- |1
For-ahe-om-entolk, ring“gratisrummeretfor medlemmersom-
eroppfertpahelsekortetdittogtrykk ). TTY 7110

40 +Pennsvlvan

Duhoscht-die Recht fer Hilf unn-Infermation in-deine Schprocch-

anDutch® | grege, fernix Wann-du-enTwwersetzerhawwe willscht, kannscht-du-
die frei Telefon Nummeruff-dei Gesundheit Blann 1D -Kaarde vuuse, -
dricke{ TTY 711z
41 +Persian- e pERy T T P PR L P AT e e Skl Sal  dgaclald
Farsid F‘;—“‘_.‘g—,'d ;':i'J—"Q}S'._ —"—"-*LJ—‘_-.;L'—J—.-'-“Q.J-““:-P

A58 0 TTY 7118

42 +Punjabi O

T11%¥asas, 03| o

43 +PolishO Masz prawo-do-uzvskama bezplatnej informacy 1 pomocy we-
wiasnymijezvku Poustugi tlumacza zadzwoﬁpod-bezplamrnumer
umieszczony na karcie identyfkacyine] planu medycznegoiweisni 0.-
TIY-7112

44 +Portuguese™ Voce tem-o-direitode-obterajuda e informacio-em-seuidioma-esem-

custos. Para solicitar umintérprete, lipne para®onimero-de-telefone-
gratuitoque constano-cartiode ID-do-seuplanode sande, pressicne-
0. TTY- 7110

45 +Romanianid

Aveti dreptul de-a-obtine -gratuit-ajutorsiinformatiin limba-
dumneavoastrd. Pentrua cere uninterpret, sunatila numdnal-de-
telefon pratuitcare se-giseste pecardul dumneavoastrd de sindtate, -
apisatipetasta ). TTY 7110

46 +Russiand

Bl ‘HMeeTe TPABC HA DECINATHOE TTOATIEHHE TIOMOIIH -
HEOPMAIINE Ha BalleM A30Ke. UTOGE TOASTE 234TPOC TEPEBOATITEL -
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